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COMMON FUNGOUS DISEASES 
OF THE SKIN 


WESLEY W. WILSON, M.D. 
TAMPA 


The relatively recent increase both in number 
and gravity of the cutaneous mycoses has focused 
the attention of the medical profession as well as 
that of the lay public on the problem. 

The human skin constitutes good culture 
medium for certain forms of lower plant life, 
namely, some of the molds and a few yeasts. The 
organism grows and multiplies in the devitalized 
portion of the skin and elaborates an allergen. 
The epidermis reacts to the allergen as to any 
external or internal irritant, the degree of the 
reaction depending on the degree of sensitivity of 
the skin and the type of organism. The reaction to 
fungi of animal origin is apt to be more intense 
than the reaction to those which are the usual cause 
of human fungous infection. Heat and moisture 
make the skin especially favorable to the spread of 
certain types of dermatomycoses and account for 
their increased prevalence in summer. Persons who 
perspire a great deal are more likely to suffer 
from fungous infection, and certain recent studies 
have demonstrated that in those who excrete an 
excess of sugar in the sweat dermatomycosis is 
more prone to develop. In diabetic patients, 
especially women, dermatomycotic infection tends 
to develop about the genitalia.’ 

Sensitivity varies a great deal, and this varia- 
tion accounts for the finding of pathogenic organ- 
isms in the skin of some persons who have no 
clinical signs of the infection. Others show a 
certain amount of vesicular change throughout 
the year, especially in the summer, and yet others 
May react to the same organism with a violent 
oozing eczematous eruption. In fact, the clinical 
picture produced by fungi is so varied that there 
has been a deplorable tendency in the past to 
diagnosis any intertriginous determatoses between 
the toes or in the groin as ringworm or to designate 
all chronic recurrent vesicular eruptions of the 
hands and feet as mycotic. Much harm has been 
€ by the indiscriminate use of fungicides in 
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nonmycotic dermatoses. It is my aim to make a 
“ringworm-conscious” profession less so by stress- 
ing the importance of microscopic investigation 
as an indispensable necessity in every suspected 
case. 

CLASSIFICATION 

The diseases due to fungi may be classified 
into the following groups: 

1. Primarily cutaneous mycoses usually with 
no definite systemic involvement: the dermatomy- 
Coses.« 

2. Primarily cutaneous and/or mucous mem- 
brane infections with frequent systemic involve- 
ment: moniliasis, blastomycosis, sporotrichosis, 
actinomycosis. 

3. Primarily systemic infections with infre- 
quent cutaneous or mucous membrane involve- 
ment: coccidioidomycosis, torulosis. 


DERMATOMYCOSES 

The dermatomycoses are cutaneous diseases 
(trichophytosis, epidermophytosis, microsporosis) 
produced by various kinds of hyphomycetes, a 
subdivision of the vegetable organisms generally 
known as fungi. They are filamentous plants of 
simple cellular structure. Possessing no chloro- 
phyll, they are unable to assimilate the carbon 
dioxide from the air for synthesis of carbo- 
hydrates and must therefore obtain them from 
organic matter, thus depending upon parasit- 
ic or saprophytic existence. Structurally, fungi 
are composed of two distinct parts, a vegetative 
portion, or mycelium, and a reproductive portion, 
usually consisting of rounded cells called spores. 
The mycelium is devoted to the acquisition of food 
and consists of fine filaments or threads known as 
hyphae. The size, form and arrangement of the 
hyphae vary considerably and thus furnish dis- 
tinguishing features for identification of the dif- 
ferent species of fungi. The spores are masses of 
protoplasm surrounded by thin walls. They mul- 
tiply by budding or may give origin to hyphae 
which en masse constitute mycelium. 
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DIAGNOSTIC PROCEDURES 


Drrect ExAMINATION.—This method con- 
sists in mounting specimens of skin, hair scrap- 
ings, pus or exudate, usually in 10 per cent po- 
tassium hydroxide, and examining them under the 
microscope.* 


Cutture MEetHop.—Material containing fun- 
gi, if planted on suitable culture mediums, yields 
characteristic colony growths. In many instances 
the identification of species can be satisfactorily 
established in this way alone. Microscopic exami- 
nation from cultures serves as a further means of 
identification. 


FILTERED ULTRAVIOLET RADIATION.—The phe- 
nomenon of fluorescence may be used in the 
examination of patients to determine the presence 
of tinea capitis or of tinea versicolor. It may also 
be used in the study of fungous colonies. 


INTRACUTANEOUS TEST WITH TRICHOPHY- 
TIN.—It has been found that when the trichophy- 
tin test is employed as part of a thorough study 
of a case, including clinical and other laboratory 
examinations, it is a valuable aid both in diagnosis 
and in prognosis. It has been said that the test 
cannot be useful in diagnosis since it simply de- 
notes sensitization to a dermatophyte which may 
have occurred at a previous time and thus has no 
significance in connection with a given eruption. 


CLINICAL CHARACTERISTICS 


The commonest fungous diseases of the skin 
are the superficial mycoses, dermatophytosis and 
moniliasis. Trichophyton gypseum and T. pur- 
pureum are the most frequently reported causative 
fungi; Epidermophyton inguinale and other fungi 
are found less often. Over the body fungous in- 
fection may be characterized by one or more pea- 
sized, circular, circumscribed, slightly erythema- 
tous, dry, scaly patches. These may not be raised 
above the level of the skin, but usually are slightly 
elevated, particularly at the border. This is usually 
more inflamed and more scaly than the central 
portion of the patch, which may appear unaffected 
to the naked eye. An annular outline is thus 
produced, and the ring (ringworm) may extend 
peripherally to a diameter of several inches.* 

Over the soles of the feet in some cases deep- 
set, tense vesicles may appear, especially on the 
insteps. These may be irritated mechanicaily by 
scratching, by increased perspiration and by over- 
treatment. When the infection is located in the 
groin, there is a diffuse erythema in the intertrigin- 
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ous areas adjacent to the scrotum, and there is 
an elevated border along the edges of the involved 
areas. Often the infection spreads to the nails, 
and when it occurs there, it begins along the free 
margin of the nail, or at the sides; a grayish or 
dark accumulation of scale and debris lifts the nail 
away from the nail bed. 

The clinical picture of dermatophytosis is fre- 
quently complicated by various developments. 
When the vesicles are punctured or ruptured by 
scratching, often cellulitis and lymphangitis de- 
velop. Allergic “id” reactions may occur on dis- 
tant parts due to hematogenous transmission of 
fungous toxins. The most common site for derma- 
tophytid is the hand. There the lesions occur as 
large, deep, tense vesicles on the palms. Occasion- 
ally, dermatophytids may be generalized and may 
take the form of lichenoid lesions, eczematous or 
psoriasiform patches, erythema multiforme-like 
lesions or urticaria. Often the development of the 
“id” reaction is initiated by too zealous treatment 
of the original infection of the foot.‘ 

Moniliasis is an infection of the skin caused by 
a yeastlike fungus, Monilia albicans. Clinical 
manifestations appear as erosio interdigitalis, in- 
tertriginous moniliasis, generalized cutaneous and 
oral moniliasis, perleche, monilial onychia and 
paronychia, and moniliid.” See figure 1. 

There are few infections of the skin in which 
the role of systemic derangements is as apparent 
as it is in certain cases of so-called moniliasis. 
Diabetes, obesity, vitamin deficiencies and other 
general disturbances can be proved to be deter- 
mining factors in certain cases, and doubtless there 
are persons with certain inborn constitutional sus- 
ceptibilities to monilia infections.“ 

Tinea capitis or ringworm of the scalp is | 
characterized by loosening and partial loss of | 
scalp hair in patches, breaking off of the infected 
hair, which loses its luster, and inflammation vary- 
ing in degree from fine, branny scaling in some 
cases to phlegmonous localizations in others.* 

The two types most commonly observed are 
the “animal type,” Microsporon lanosum, and the 
human type, Microsporon audouini. The sourc 
of infection for the “animal type” of ringworm 0! 
the scalp is usually the cat or the dog, mor 


in children before and up to adolescence. Mort 
than twenty years ago an investigation during 4 
epidemic of tinea capitis showed that combs, 

brushes, interchanging of caps, and barber sho 7 
were responsible for the spread from one chill 4 
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to another.’ Recently there have been numerous 


epidemics of ringworm of the scalp; one in Mary- 
land reached the proportion of 600 cases in a 
single city." 


Fig. 1—Moniliasis of the skin. Generalized cutaneous 


type of lesions with systemic involvement. Note the perleche 
at the angles of the mouth and the typical pustular and 
crusting lesions of the forehead and chest. (Expression of 
thanks to Dr, William H. Walters, Jr., for assistance in 
studying this case.) 


TREATMENT 


In cases of mild intertriginous infection, use 
of antiseptic dusting powders, such as borated talc 
with the addition of 2 per cent salicylic acid, or 
mild tincture of iodine may be effective. In acute 
vesicular cases, great relief may be obtained by 
removing the tops of the vesicles with scissors and 
applying continuous cold wet dressings of 1:4,000 
aqueous solution of potassium permanganate or 
solution of aluminum acetate. When the acute 
Stage has subsided, stronger measures may be in- 
troduced. Foot baths of potassium permanganate 
may be continued, and keratolytic agents such as 
diluted ointment of benzoic acid and salicylic acid 
may be applied. Mild tincture of iodine may be 
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used, or any of the dyes recommended as fungicidal 
agents, such as 2 per cent gentian violet solution 
or Castellani’s paint. 


In the treatment of superficial fungous infec- 
tions of the skin, the advantage of undecylenic 
acid and propionic acid and their salts over the 
older remedies is not a higher incidence of cures 
but the excellent therapeutic index of the fatty 
acids, namely, their high degree of efficacy in 
relation to their almost negligible irritancy. 


In prophylaxis of superficial fungous infections 
of the skin, the advantages of the fatty acid prep- 
arations are even greater. Ointments are not 
suitable for prophylaxis, because nobody wants to 
smear his feet daily with grease or cream. Powders 
are most suitable for this purpose. Of the various 
types of prophylactic powders tested in large 
series of volunteers by Sulzberger, Shaw, and 
Kanof, the fatty acid powders, and particularly 
an undecylenic acid, zinc undecylenate powder, 
were found to be the most effective.” 

In the local treatment of monilial infections of 
the skin and nails a 1 per cent solution of gentian 
violet is helpful. Roentgen therapy is beneficial, 
especially in paronychia, Ammoniated mercury 
ointment (3 to 5 per cent) is often effective.* 

In the treatment of tinea capitis, or ringworm 
of the scalp, the cure by topical application has 
been made possible by the introduction into medi- 
cine of powerful fungicides, long used by industry 
as antimildew agents, synthetic detergents and 
surface activating agents, and of penetrants also 
used in industry for carrying dyes into textiles. 
The object of epilation, by whatever means, is to 
remove the infected hairs and to leave the follicle 
open so that the fungicides can enter and destroy 
the fungi in the sides and bottoms of the follicle 
and prevent infection, of the new-growing hairs. 


Epilation may be accomplished by roentgen 
therapy. This should be given only by a person 
with experience and knowledge of the dangers from 
incorrect dosage. 


Clipping the hair close to the scalp removes 
much of the infection and permits the fungicides 
to be applied thoroughly to the scalp. The oint- 
ment bases contain wetting agents, many of which 
are also fungicides. These agents enable the fun- 
gicides to enter alongside the hair into the follicle 
and actually bring the fungicides into contact with 
the fungus. 

Recently great success has been achieved in the 
use of 5 per cent salicylanilide in carbowax for 
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the local treatment of tinea capitis. Other effec- 
tive local applications have been copper un- 
decylenate and propionic acid.” 

As the disease is spread by infected hairs, the 
following procedures are recommended: the hair 
of the child should be closely clipped; caps should 
be worn; barbers should sterilize their implements 
after cutting the hair of the noninfected child and 
should not cut the hair of any known infected 
child; mothers should be instructed to shampoo 
the hair of the child thoroughly after each haircut. 
By these measures the chances for the spread of 
infection are greatly reduced.” 

If the source of the infection is from a pet, 
such as a cat or dog, as it often is, the animal 
should also be treated. 


SUMMARY AND CONCLUSIONS 

Fungous infections of the skin are one of the 
greatest causes of disability. The following truths 
are now widely accepted. 

1. Heat, moisture, maceration, friction and im- 
munologic susceptibility (allergy to fungous pro- 
ducts) are among the eliciting factors in most acute 
attacks. 

2. Treatment cannot be based on laboratory 
findings of fungicidal or fungistatic activity of a 
medicament, but depends on the logical dermato- 
logic principles of local therapy of the lesions. 

3. Prevention of attacks is founded on preven- 
tion of friction, moisture and maceration, and on 
the acidification of intertriginous areas rather than 
on the killing of fungi. 

4. Strong remedies and overtreatment often 
cause more trouble than the original disease. 

5. Fungous infections of the feet are often 
combined with or complicated by a variety of 
other skin conditions.* 

6. Ringworm of the scalp is cured only by 
persistent efforts on the part of both the physician 
and the parent of the child, and cure is determined 
only after careful examination with a Wood light 
shows no fungi to be present. 
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DISCUSSION 


Dr. Lauren M. Sompayrac, Jacksonville: I believe 
that Dr. Wilson has covered the high points of this big 
subject very well in the short time alloted him. 

In view of the epidemic of ringworm of the scalp over 
the nation and knowing that Florida has not escaped, I 
should like to emphasize a few points in the attempt to 
control this disease. As this is a public health problem, 
it is my belief that the responsibility for coping with 
the situation should rest upon the Public Health authori- 
ties, with the wholehearted cooperation of the local medical 
profession. Even so, its control will require several years 
if it is anything like similar epidemics in Europe. 

Some of the Public Health authorities in this state 
have already instituted control measures. Periodic in- 
spection of barber shops and finding the infected cases 
at school by Wood’s filter light with appropriate treat- 
ment can accomplish a great deal. One of the greatest 
handicaps in the treatment is the fact that cure usually 
requires months, which taxes the patient and the parents. 


In an effort toward prevention, I would suggest that 
children wear caps in the theaters to prevent contact of 
the head with the back of the seats. Not only should the 
shampoo follow a haircut, but a mild fungicidal ointment 
applied after drying the hair is a valuable prophylactic 
measure. 

It is well known that during World War II one of 
the most disabling dermatoses was the mycotic infection. 
The return to civilian life, however, and popularity of 
several of the newer fungicides, which do not produce 
much irritation, promise reduction of this disability. 


Dr. Witey M. Sams, Miami: Difficulty in the treat- 
ment and management of fungous infections of the scalp 
and other parts of the body where such conditions are 
more common, is frequently encountered because both 
the physician and the patients lack a proper conception 
of the cause of the disease and of the prognosis. In my 
practice I do not have the opportunity to follow up and 
complete treatment on many of these patients. It is 
necessary, in the beginning, to inform the parent who has 
a child with ringworm of the scalp, that the child can- 
not, in most cases, be cured in less than three months, 
and that in many cases cure requires from four to six 
months. This prognosis can be offered in those cases 
showing some inflammatory reaction, if the history sug- 
gests that the infection was acquired from a cat or dog. 
On the other hand, with the epidemic type of infection, 
which is more frequently seen in the Northern part of 
the country, and which has been widely reported in 
the lay press, it may require all of six months, and some- 
times much longer, to effect a cure. A fairly large num- 
ber of the patients require roentgen ray epilation. Even 
with this modality, a considerable amount of local therapy 
and epilation of infected hairs is necessary to eliminate 
this type of fungous infection. The seemingly miraculous 
response which occasionally is obtained with roentgen 
therapy of some fungous infections, almost never occurs 
in the treatment of these stubborn infections on the 
scalp. Even an epilating dose does not cure an infection 
of the scalp, but it does make it possible to treat more 
adequately the infected areas and eliminate infected hairs. 
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The common type of vesicular eruption which occurs 
from time to time with warm weather, can be objectively 
cured with many local applications. It is cured in so 
far as the patient is concerned, yet the spores remain to 
produce a subsequent exacerbation when the next warm 
spell occurs, when the patient perspires excessively, or 
perhaps when his feet are wet on his next hunting trip. 
The patient expresses his dissatisfaction with known 
methods of treatment by a continual hunt for some prep- 
aration which will “kill it,’ or he confronts his physi- 
cian with a demand that he be cured. As the patient 
puts it, he wants to “get to the bottom of the problem,” 
and the bottom is elusive and not yet fully explored. 
Recurrences and exacerbation are the rule rather than 
the exception. 

The fungicidal preparations offered to date do not 
furnish the answer to the problem. Recent success in 
the control of some stubborn infections has been achieved 
by using preparations which alter the local soil on which 
the organism grows, in order to afford it a less desirable 
environment. This method of approach has received con- 
siderable investigation in the last few years and has 
yielded several worthwhile preparations for the control 
of common, and ofttimes intractable, fungous infections. 
Although in many of the cases the condition is apparently 
cured, it is unwise to refer to a cure in such cases until 
a period of months, and sometimes several years, has 
elapsed without recurrence. 

Dr. Witson, concluding: I wish to thank Dr. Sams 
and Dr. Sompayrac for their pertinent remarks regarding 
this subject, which I think is interesting, timely and im- 
portant in the everyday practice of medicine. 

It is worthwhile to reemphasize that in the control 
of the animal type of fungous infection of the scalp, it is 
absolutely necessary to take care of the animal, which is 
the source of the infection. The increasing number of 
cases of ringworm of the scalp indicates that the physi- 
cians treating children should especially be on guard to 
detect this type of infection, as its detection aids not only 
in the diagnosis but also in the control of the disease. 








MEDICAL DISTRICT MEETINGS 


The Chairman of the Council, Dr. W. Duncan 
Owens, has just announced that the dates of the 
four Medical District meetings have been offi- 
cially set by the Council as follows: 


Panama City, Monday, Oct. 27, 1947 
Lakeland, Wednesday, Oct. 29, 1947 
Ft. Pierce, Thursday, Oct. 30, 1947 
St. Augustine, Saturday, Nov. 1, 1947 


Every member of the Association is urged to 
make a note of these dates and make plans to 
attend the meeting in his district and any of the 
other three meetings as desired. 
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THE MANCHESTER OPERATION 
IN THE TREATMENT OF 
UTERINE PROLAPSE 


C. J. COLLINS, M.D., LOUIS POHLMAN, M_D., 
anp GABRIEL SANCHEZ, M.D. 


ORLANDO 


If the question were asked “What operation 
is ideal for the treatment of uterine prolapse?” 
the answer must necessarily be “None.” The rea- 
son for this reply is that many factors are involved 
in the selection of the best operation for the cor- 
rection of this condition. Some of these factors 
may be stated as the age of the patient, her 
status as to surgical risk, the degree of prolapse, 
the condition of the cervix, the extent of the 
vaginal relaxation, the adequacy of the tissues, 
the intrinsic disease of the uterus and adnexal 
structures, the necessity of preserving the marital 
relationship, the desirability of conserving the 
menstrual function and the wish of the patient for 
more children. There will probably be little argu- 
ment today that, with the exception of two of 
these factors, namely, certain intrinsic diseases of 
the uterus and adnexal structures not adaptable 
to vaginal extirpation and the desire for additional 
children, the ideal operation for the cure of uterine 
prolapse is by the vaginal route. In the young 
woman who wishes more children, the combined 
operation, vaginal plastic with some type of intra- 
abdominal suspension, still has its indication. The 
operation is done with the knowledge that it is 
anatomically incorrect and will eventually be 
followed by recurrence in a fairly large number 
of cases. Interest in the vaginal approach to the 
treatment of uterine prolapse has progressively 
increased in the United States during the last 
two decades. This has been brought about by 
a better understanding of the true supports of 
the uterus, also by the influence of the British 
school of gynecologists, abetted in this country 
by such pioneers as Frank,’ Counseller,’ Watkins,” 
Maier and Thudium,* and Gordon.” 

In order to justify the statement that the 
correct treatment of uterine prolapse is by the 
vaginal route, a brief discussion of the true sup- 
ports of the uterus is necessary. It is generally 
acknowledged that the round and broad ligaments 
contribute nothing to the support of the uterus. 
This organ is maintained in its normal station in 
the pelvis by two sets of structures, one holding 





Read before the Florida Medical Association, Seventy-Third 
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and the other supporting. The holding structures 
consist mainly of the bases of the broad ligaments 
through which traverse broad fasciomuscular 
bands, extending from the lateral pelvic walls 
and inserting into the cervix at the level of the 
internal os. These ligaments are spoken of as 
the cardinal, transverse cervical, or Mackenrodt 
ligaments. Below these ligaments and merging 
with them is the paravaginal fascia which em- 
braces the vaginal fornices. This fasciomuscular 
plane extends anteriorly over the anterior vaginal 
fornix, passes beneath the bladder and is in- 
serted into the inferior surface of the sym- 
physis and descending rami of the pubic bones. 
Posteriorly the plane divides into the sacro- 
uterine ligaments which encircle the ampulla 
of the rectum, traverse the cul-de-sac and are 
inserted into the sacrum. The _ supporting 
structures are the pelvic diaphragm, consisting 
of the levator and coccygeus muscles with their 
fascia, and the urogenital diaphragm, which closes 
the aperture left by the failure of the levators to 
close anteriorly. A discussion of the soft tissues 
of the pelvis was ably presented before this 
Association in 1946 by Stover,’ and the reader is 
referred to this excellent article for a more de- 
tailed description. No prolapse of the uterus can 
occur without some damage to the holding struc- 
tures. The supporting apparatus acts as a second- 
ary support, relieving to some degree the strain 
on the superior fascial plane. It is well known 
that pronounced cystocele or rectocele, even third 
degree laceration of the pelvic floor, can occur 
without appreciable prolapse of the uterus, while 
considerable descensus may take place with an 
intact pelvic floor. 

To be successful, any operation designed to 
cure uterine prolapse must take these anatomic 
facts into consideration. To our mind the opera- 
tion most acceptable should include an approxi- 
mation of the cardinal ligaments in front of the 
cervix to hold it back and antevert the uterus, 
with a suturing of the vesicovaginal fascia to 
reduce the cystocele and a well executed repair 
of the pelvic floor. This restores the integrity of 
the upper fascial plane, backed up by a normal 
supporting apparatus. We believe the Manchester 
operation best fulfils these requirements in un- 
complicated prolapse. 

This operation derives its name from the fact 
that it was first performed in Manchester, England 
by Donald in 1888. Fothergill’s’ name is identi- 
fied with it because of his early report of cases, 
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and the operation is also spoken of as the Fother- 
gill, Donald-Fothergill, or parametrial fixation 
operation. It became more widely used in the 
United States after Shaw’s” address on the sub- 
ject before the American Gynecological Society 
in 1933. With minor modifications the operation 
is still performed today according to Donald’s 
original technic. 

We first began the use of the Manchester 
operation in 1942. Prior to that time we had em- 
ployed the combined operation, interposition, 
vaginal hysterectomy, and occasionally the Le 
Fort operation in the treatment of uterine pro- 
lapse. The basis of this discussion is a review 
of the cases in which one of us (C. J. C.) operated 
during the last five years for uterine prolapse by 
the vaginal approach, with special reference to the 
Manchester operation. We have not included 
various operations for the correction of cystocele, 
relaxation of the pelvic floor and diseased cervices 
when prolapse of the uterus was not the primary 
indication for operation. We wish to begin by 
listing what we consider to be the advantages of 
the Manchester operation. 


ADVANTAGES OF THE MANCHESTER OPERATION 


1. It is anatomically and physiologically cor- 
rect. 

2. It is simple to perform and carries little 
danger to the aged patient. 

3. It provides excellent support to the uterus. 
The bladder is well elevated. It is well adaptable 
to the cure of urinary incontinence. 

4. It preserves and utilizes the cardinal liga- 
ments which are the main supports of the uterus. 

5. It preserves the menstrual function in 
younger women and the possibility of future child 
bearing. 

6. It eliminates the diseased cervix. 

7. It maintains the normal depth of the 
vagina. 

8. It is extraperitoneal. Postoperative bleed- 
ing and infection drain externally rather than into 
the peritoneal cavity. 

9. It can be performed under local anesthesia 
in the patient who is a poor risk. 


TABLE 1.—TYPES OF OPERATION 1942-1947 


Operation Total Cases Per Cent 
Vaginal hysterectomy 76 59.5 
Manchester 45 35.1 
Le Fort 6 4.6 
Interposition 1 8 


Total 128 100.0 
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In table 1 we have listed the various vaginal 
procedures that we have employed during the 
last five years for the cure of uterine prolapse. 
We realize that the series is not large, but we 
believe it is sufficient to illustrate the good results 
obtained. We have performed 12 additional 
Manchester operations in 1947 up to the time 
of preparation of this review, making a total of 
57, but have not included them for lack of 
sufficient time for follow-up. 


TABLE 2.—_DISTRIBUTION OF CASES AS TO YEARS 
NUMBER OF CASES 


Vaginal Manches- Inter- 

Year Hysterectomy ter Le Fort position 
1942 5 1 0 

1943 18 z 1 0 
1944 19 5 (0) 1 

1945 12 14 3 0 
1946 22 23 2 0 
Table 2 illustrates the distribution of the 


cases as to years to indicate the increasing num- 
ber of Manchester operations in proportion to 
other operations as our satisfaction with results 
of this operation increased. It will be noted that 
the Manchester operation has almost entirely 
replaced the interposition operation in our hands 
because of certain definite disadvantages we be- 
lieve are associated with the latter operation. 


TABLE 3.—DISTRIBUTION OF CASES AS TO 


AGE GROUPS 
NUMBER OF CASES 
Age Vaginal Manches- Inter- 

Group Hysterectomy ter Le Fort position 

20-30 1 0 0 

30-40 6 7 0 0 

40-50 34 15 0 0 

50-60 18 11 0 1 

60-70 11 6 3 0 

70-80 6 4 3 0 
Average age 51 50 69 50 


The distribution of cases as to age groups is 
presented in table 3. In 33 of the 128 cases 
the patients were in the age group of 60 to 80 
years. Many of these were definitely substandard 
surgical risks. There was no mortality in the 
entire group, attesting to the safety of the vaginal 
approach as a whole. 


TABLE 4.—OPERATIONS PREVIOUS TO 
MANCHESTER 


Subtotal hysterectomy o...........cccccescessee 2 
Suspension of uterus with 

wd 4 
| rr 3 
Total 9 (20%) 


Table 4 shows the operations performed on 
these patients previous to the Manchester opera- 
_ ton. Nine, or 20 per cent, had been subjected 


a 
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to surgical procedures which had resulted in fail- 
ure. This number furnishes further proof of the 
fallacy of poorly devised operations without due 
consideration to the true anatomic supports. 


TABLE 5.—INDICATIONS AND ASSOCIATED 
CONDITIONS 


Number Per Cent 
Prolapse of uterus 


oo cscivs rns cernvereantoce 31 69.0 

IN HII oa ccscescsnessiesveresceveseess 7 15.6 

Me I sss cc cscs scecccnnvannie 5 11.0 
Prolapse of cervical stump 

ME TID ssenscses cesesenascssscececstees 2 4.4 
oa cies caosctavecinneds 42 93.3 
Relaxed PeriMeuM ...............-cccccccsesess 45 100.0 
Laceration of Cervix ................:000 28 64.0 
Eee ae 5 11.1 
ARES one etree Renee ater 45 100.0 
Laceration of perineum 

I TD oonvsecivnseciccccsrccnnse 1 2.3 
IIE WII sis cccsssccssvsicasnecencsesenso 3 6.6 
PUUEIIE WAIN icnovcsissssnsicessvivescovenes 2 44 


Table 5 indicates the degree of uterine pro- 
lapse with the associated conditions present at 
operation. Attention is directed to the fact that 
we employed the operation in 7 cases of third 
degree prolapse, including 2 cases of complete 
prolapse of the cervix following subtotal hys- 
terectomy. We are cognizant of the fact that 
there is some disagreement as to the indication 
for the Manchester operation in third degree 
prolapse. Te Linde and Richardson’ mentioned 
it as a glorified anterior colporrhaphy and illogi- 
cal for the cure of complete procidentia. Gor- 
don,” however, called it a rational procedure and 
reported 62 cases of complete prolapse followed 
over a long period of time after the Manchester 
operation, with excellent results. Phaneuf*® men- 
tioned its indication in all degrees of prolapse. 
In our 7 cases the results have been entirely 
satisfactory. The cervix was amputated in all 
of our cases and examined by our pathologist. 
A diagnosis of chronic cervicitis of various degrees 
was received in all cases. No malignant disease 
was reported. Some criticism may be directed 
at the combination of the Manchester operation 
with repair of a third degree laceration of the 
perineum in 1 case, but we employed the Warren 
flap technic to avoid entering the rectum and the 
danger of infection from fecal contamination. 


TABLE 6.—ANESTHETICS 


Type Number Comment 
Gas-oxygen-ether ................ 41 
Spinal .. ae 
Local (%4% novocaine) 1 Age 71; B.P. 220/105 
Cardiac 
1 Age 60; B.P. 205/110 
Cardiac 


Pentothal sodium eS 
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Gas-oxygen-ether was the anesthetic of choice 
in 41 cases (table 6). Local anesthesia was used 
in only 2 cases, the patients in these cases being 
poor risks, and the operation was only done at their 
insistence that they be relieved of the discomfort 
of the prolapse. We were pleased with the ease 
with which the operation can be done with this 
type of anesthesia and intend to use it more 
frequently in the future, believing that patients 
who ordinarily would be refused operation be- 
cause of the risk involved, can be cared for with 
a reasonable degree of safety under local anes- 
thesia. 

COMPLICATIONS 

In only 2 cases in the entire series were there 
immediate postoperative complications of any 
importance. In 1 case the patient had a moder- 
ate hemorrhage on the seventh postoperative day. 
The bleeding was controlled by vaginal packing, 
and 500 cc. of blood was administered. In the 
other case there was a persistent pyuria, for 
which urologic consultation was obtained. Cathe- 
terization was often necessary for a few days 
after removal of the retention catheter on the fifth 
day after operation. In a few cases there was acute 
cystitis, which rapidly subsided with the adminis- 
tration of one of the sulfonamides. The post- 
operative course of all patients, with the excep- 
tion of the two mentioned, was remarkably smooth 
and uneventful. No remote complications of 
importance were found at the six weeks’ examina- 
tion. There were no cases of adhesive vaginitis 
or stenosis of the cervix or vaginal canal requiring 
dilatation. In a number of the cases small areas 
of granulation were present around the external os 
and along the suture line in the anterior vaginal 
wall. These were cauterized in the office, and all 
were healed at the time of a subsequent examina- 
tion one month later. 


TABLE 7.—RESULTS WITH MANCHESTER 





OPERATION 
Number of Cases Per Cent 
Excellent 40 89.0 
Good 2 44 
Fair 3 6.6 
Poor 0 0 
Total 45 100.0 


The final results obtained in the 45 cases are 
analyzed in table 7. We have attempted to be 
especially critical of these results. All have been 
followed from four months to five years. We 
realize that the follow-up in a few cases has not 
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heen sufficiently long, but we have no reason 
to believe that they will differ from those in the 
series as a whole. Results are given as excellent 
in 40 cases, or 89 per cent. In these cases 
there has been no evidence of descensus of the 
uterus or relaxation of either vaginal wall. In 
the 2 cases reported as good, or 4.4 per cent, 
recurrence of slight relaxation of the posterior 
vaginal wall has been noted. The fault here was 
with the posterior repair and not the Manchester 
operation. Good results can therefore be claimed 
in 93.4 per cent of our cases, which compares 
favorably with the figure of about 95 per cent 
reported in the literature. In 3 cases recorded 
as fair, or 6.6 per cent, a small bulge of the 
anterior vaginal wall has recurred. This has been 
caused by an inadequacy of tissues or failure 
completely to support the bladder with the vesico- 
vaginal fascia. There has been no recurrence of 
prolapse of the uterus in any case. We have 
been gratified that no patient has expressed dis- 
satisfaction with the results obtained from the 


operation. 
PREOPERATIVE MANAGEMENT 


Cystitis should be cleared up if possible before 
operation. This may be a difficult undertaking 


occasionally because of the cystocele as a factor | 


in the causation of the infection of the bladder. 


In the treatment of atrophic vaginitis in older | 


women it is our custom to have them insert 4 
stilbestrol suppository, .5 mg., into the vagina 
for twelve nights preceding the operation. Acute 
cerviciiis is a contraindication to operation and 
must receive preliminary treatment. Ulcerations 
of the cervix and vaginal walls must also be 
cured before operation. This preoperative care 
may require a period of bed rest to effect 4 
temporary reduction of the prolapse during 
treatment. 
TECHNIC 

The cervix is drawn down with a vulsellum 
on both lips. One cubic centimeter of pituitris 
is injected into the cervix, and the patient i 
catheterized. A transverse incision is made with 
the knife about 1 inch up on the cervix and i 
extended around the entire circumference. Tht 


vaginal wall is pushed back laterally and poster 
orly until a good posterior flap is obtained. The 
cleavage plane between the anterior vaginal wal 
and bladder is entered in the midline with curved 
scissors. The scissors are pushed upward, openeé 





and withdrawn. 
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then incised in the midline to a point 1 cm. below 
the urinary meatus. Two Kocher clamps are 
placed on each side of the divided vaginal wall 
and placed on a stretch. The vesicovaginal 
fascia is incised longitudinally from the vaginal 
flaps. The fascia is peeled off the flaps with 
the gauze-covered finger, mobilizing the urethra 
well and exposing the bases of the broad ligaments. 
The bladder is pushed up off the cervix until the 
anterior peritoneal fold is exposed. The cystocele 
is reduced by approximating the vesicovaginal 
fascia in front of the bladder with interrupted 
sutures of size 0 chromic catgut, the last suture 
including a bite at a higher level on the cervix. 
Two sutures are then taken through the para- 
metrial tissues or cardinal ligaments on either 
side of the cervix, both taking a bite into the 
anterior surface of the cervix, and are left untied. 
We prefer not to detach the cardinal ligaments 
from the sides of the cervix for approximation. 
The cervix is now amputated at the desired level. 
The cervix is grasped with an Allis clamp and 
dilated. A curettage is performed if indicated. 
The posterior flap of vaginal mucosa is inverted 
into the cervical canal by a Sturmdorf suture. 
The two sutures in the cardinal ligaments are 
tied, being approximated in front of the cervical 
stump. The redundant portion of the anterior 
vaginal wall is trimmed off with scissors, and the 
mucous membrane is united in the midline with 
interrupted sutures, dipping down to include the 
vesicovaginal fascia. The lower ends of the vaginal 
flaps are inverted into the cervical canal anteriorly 
with another Sturmdorf suture. Two sutures are 
taken into each lateral angle of the cervix to com- 
plete the approximation of the mucous membrane. 
The operation is concluded with a perineorrhaphy. 
The vagina is packed with gauze packing, and a 
Foley retention catheter is inserted into the 
bladder. 
POSTOPERATIVE MANAGEMENT 

The vaginal packing is removed after twenty- 
four hours. The retention catheter is left in for 
live days, and the bladder is irrigated daily with 
4 1:4,000 solution of silver nitrate. After removal 
of the catheter the patient is catheterized as 
necessary, or at least once daily after voiding 
until the residual urine is 30 cc. or less. One 
of the sulfonamides is given in small doses to 
limit urinary infection. Frequently in older pa- 
tients a vaginal instillation of an acid jelly is 
used twice daily. This apparently inhibits dis- 


charge and irritation and aids healing. The 
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postoperative care is otherwise routine. The 
patient is usually discharged from the hospital on 


the tenth postoperative day. 


PARTURITION SUBSEQUENT TO THE 
MANCHESTER OPERATION 

When this operation is performed during the 
reproductive age, some knowledge should be had 
as to what effect a subsequent pregnancy will 
have upon the patient. None of our patients 
have become pregnant to our knowledge after 
the operation. Amputation of the cervix is gen- 
erally conceded to increase the incidence of 
sterility and abortion. Gordon” reviewed the 
literature on this subject and reported numerous 
cases in which pregnancy followed the operation 
without dystocia or recurrence of the prolapse. 
He personally reported 18 deliveries with 1 re- 
currence. It is his opinion that the cervix need 
not be amputated in young women and that good 
results are obtainable without this step. Shaw* 
had 27 cases of delivery after the Manchester 
operation with 5 18.5 per cent. 
Montogomery'"' stated that if the patient desires 
more children, the cervix should be amputated 
only at a low level and that “if the operator 
conserves cervical tissue it should be possible to 
-onsummate vaginal delivery after a full-term 
pregnancy.” The situation can best be summed 
up by saying that while pregnancy is not par- 
ticularly desirable after the Manchester operation, 
delivery can usually be effected without serious 
dystocia, but that the chance of recurrence of 
the original condition is the same as that after 
any other extensive vaginal plastic procedure. 
The possibility of cesarean section as the best 
method of termination of the pregnancy in the 
patient who has had a high amputation of the 
cervix should be considered. 


recurrences, 


SUMMARY 


A brief discussion of the anatomic reasons for 
the vaginal approach as the best treatment for 
uterine prolapse is presented. 

The advantages of the Manchester operation 
are discussed. 

A review of 128 cases of uterine prolapse in 
which the patient was operated on during the last 
five years is given. 

An analysis of 45 Manchester operations is 
the basis for the The indications 
for operation, types of anesthesia, prior operations, 
postoperative complications and final results are 
shown. 


discussion. 
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The preoperative and postoperative manage- 
ment and the technic of the operation are de- 
scribed. 

The effect of subsequent parturition on the 
patient who has been subjected to the Manchester 
operation is discussed. In patients who desire 
more children it is suggested that a very low 
amputation of the cervix be done, or that this 
step be omitted in the operation. The chances 
for delivery without serious dystocia are good, 
but recurrence may take place. In high am- 
putation of the cervix the thought of cesarean 
section should be kept in mind. 

Our results in 45 cases in which the Man- 
chester operation was performed are listed as 
excellent in 40 cases (89 per cent), good in 2 
(4.4 per cent) and fair in 3 (6.6 per cent). No 
patient represented in the series was dissatisfied 
with the results. 


CONCLUSION 
On the basis of our experience with the Man- 
chester operation, we believe it is the best surgical 
procedure for the cure of any degree of un- 
complicated uterine prolapse. 
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DISCUSSION 


Dr. Homer L. Pearson, Miami: After a demonstra- 
tion such as has been witnessed, what can one say other 
than that many physicians are “missing the boat” as far 
as satisfactory results are concerned in the treatment of 
prolapse of the uterus? 

There are many technics practiced for this condition, 
none of which are satisfactory which do not take into 
consideration the real supports of the pelvic organs. 


MASCULINIZING TUMOR OF THE 
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These Dr. Collins has demonstrated, and I wish to direct 
the attention of those who are interested further to the 
recent original work of Dr. Arthur Curtis, who has 
demonstrated certainly that few of us in our effort to 
repair the supports of the uterus really understand ade- 
quately what we are making an effort to do. 

We know now that the ligament shortening opera- 
tions and suspensions of the uterus are as inadequate and 
unsatisfactory as that operation some use in “tacking up 
the colon.” Since most other technics are unsatisfactory, 
the least we can do, therefore, is to perfect ourselves in 
the understanding and the technic of a satisfactory oper- 
ation such as this. My experience with the Manchester 
operation is not sufficient for me to draw final conclu- 
sions, but in the instances in which I have employed 
this operation the results have been so satisfactory that 
I intend to continue its use in this condition. 

The subject is certainly timely, and increasingly fre- 
quent use of the Manchester operation indicates that 
more surgeons are recognizing its value. Dr. Collins is 
to be congratulated on the able way in which he has 
presented this subject. 

Dr. Coins, concluding: I should like to thank Dr. 
Louis Pohlman and Br. Gabriel Sanchez for their material 
help in the preparation of this paper. I also wish to 
thank Dr. Pearson for his discussior. 


4 
MASCULINIZING TUMOR OF THE OVARY 
REPORT OF A CASE 


W. L. JENNINGS, M.D. 
DAYTONA BEACH 


Sexual metamorphosis in adult life is always 
of striking interest to layman and scientist alike. 
The arrhenoblastoma of the ovary arises from an 
embryonic rest of sex cells having a male tendency. 
The nonrestrained proliferation of such gonado- 
tropic cells gives rise to great growth of corres- 
ponding hormones, resulting in masculinization 
of the patient with suppression to varied degrees 
of the female characteristics.” * * ‘ 

True masculinizing tumors have been classified 
by Reis and Saphir® as: (1) arrhenoblastoma; 
(2) disgerminoma; (3) hypernephroma (adrenal 
rests or adenoma [Novak] misplaced within the 
ovary); and (4) luteomas. 

The relationship between the gonads and the 
adrenal cortex is not well known, but lesions ir 
both the ovarian medulla and adrenal cortex pro- 
duce masculinization in women. Embryologi- 
cally, these two organs are close relatives.” * 

I wish to report a case of arrhenoblastoma oc- 
curring in a woman showing great changes of mas- 
culinization. 

REPORT OF CASE 

The patient was a white woman aged 30, who com- 
plained of amenorrhea and sterility. There was a history 
of typhoid fever and pneumonia, and an appendectomy 
in 1934 for chronic appendicitis. She had had gonorrhea 
eleven years previously, contracted from her husband 
shortly after marriage, with no apparent complication. 


The blood Wasserman test had given negative results 
repeatedly. She began menstruating at the age of 14 


Read before the Staff of Halifax District Hospital, Daytona 
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and had always been irregular, having had amenorrhea 
for as long as eight months at a time. Since marriage, 
periods had been four to five months apart and three 
days in duration. Two years before she consulted me, 
spotting had occurred vaginally for seven days, which 
cleared up without treatment. For the last year, menses 
had occurred six to nine weeks apart. The last men- 
strual period began Dec. 17, 1946. In 1940 she had had 
4 dilatation and curettement as treatment for sterility. 
She had never been pregnant to her knowledge. 

On physical examination, the temperature was 97.6 F., 
pulse rate 80 and blood pressure 126 systolic and 78 
diastolic. The patient was a well nourished, well de- 
veloped woman having an excess growth of hair on the 
face, breasts, abdomen, forearms and legs. She stated 
the pigmentation of the breasts had increased during 
the last eleven years. The breasts were otherwise normal. 
The pubic hair had a masculine distribution. Pelvic 
examination revealed no enlargement of the clitoris; the 
cervix was of normal appearance. The fundus was ret- 
roflexed and normal in size. Two movable masses 
were palpated lying close to the uterus in the cul-de-sac 
and were thought to be the ovaries, the one on the right 
side being larger than that on the left. 

The patient was advised to have a laparotomy. The 
provisional diagnosis was arrhenoblastoma and retroflexed 
uterus. At operation on March 26, 1947, both ovaries 
were found to be in the cul-de-sac, the right ovary 
being three times the normal size. A small hard tumor 
the size of a pea was palpated in the right ovary, and 
the entire ovary was removed. The left ovary contained 
several lutein cysts, which were ruptured. Both kidneys 
were palpated and seemed to be normal in size and shape. 
The adrenals presented no palpable abnormality. Both 
fallopian tubes were entirely normal. A Crossen-Gilliam 
uterine suspension was performed. 

The pathologic report of the tumor, made by Dr. 
Lucien Y. Dyrenforth, follows: “This is a neoplasm of 
unusual type and is mixed with a theca lutein cyst, 
which further complicates the obscurity. The main tumor 
is occupying the stroma in the adjacent portion and only 
impinges upon the cyst. This tumor is distinct and is 
formed of hazy cell outlines with poorly defined cyto- 
plasm and suggests the spider appearance of arrhenoblas- 
toma. It is slightly atypical, but is nevertheless true 
to form.” 

The patient had an uneventful convalescence. Since 
the operation she has menstruated three times, each men- 
strual period lasting five days. Although it is too early 
to detect any appreciable decrease in the hair over her 
body, she stated she has had less hair on her face since the 
operation. Salpingography on June 10 revealed both 
tubes to be patent. 

SUMMARY 

A case of arrhenoblastoma of the ovary, oc- 
curring in a white woman and associated with 
masculinization, is presented. Surgical removal 
of the tumor produced normal menstrual periods 


and slow regression of signs of masculinization. 
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Since the discovery of bromides in 1826, their 
use has increased until they are one of the most 
frequently prescribed medications. A survey, 
made by the Purdue University College of Phar- 
macy in 1941, gave sodium bromide fifth place 
in a list of 689 official, nonofficial and proprietary 
medications, ranked according to frequency of 
use.’ In accordance with their frequent use, many 
instances of bromide intoxication have been re- 


ported; many others have undoubtedly oc- 
curred.”’***'**? This high incidence was questioned 


by Millikan,* who attributed many of these cases 
to an error in diagnosis. 
bromide intoxication does occur, and in all prob- 
ability frequently. There are several reasons 
for this incidence: (1) A physician’s prescription 
is unnecessary to secure the drug. (2) Many 
nostrums do not reveal by their trade names that 


In any event, 


they contain bromides, a large number passing 
under the guise of nerve tonics. (3) Many pa- 
tients continue to take this drug, or it is prescribed 
for them, for the very symptoms produced by mild 
intoxication. (4) Some physicians fail to ap- 
preciate the fact that continued use of this drug 
may lead to intoxication and that bromides are 
not the benign sedatives that tradition has lead 
one to believe. 

The use of bromides as a mild sedative to 
lessen anxiety, irritability and worry is well 
recognized. There are, however, certain con- 
traindications to their use that are not as well 
recognized. Obviously, no patient with an un- 
diagnosed nervous or mental disturbance should 
receive bromides until it is definitely established 
that the symptoms are not the results of early 
bromide intoxication. Bromides should not be 
prescribed for unlimited periods without close 
observation, and it would be wise to warn the 
patients of this fact since they can secure an un- 
limited supply. Bromides do not have a rational 
place in the treatment of those patients suffering 
from depression, severe excitement or agitation, 
nor for producing analgesia. They should be 
used with caution in all patients with advanced 
arteriosclerosis, debilitation, dehydration and de 
ficient diet. 
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DIAGNOSIS 


If one is on the alert for this condition, a 
careful history and observation of the patient 
will usually arouse a suspicion of intoxication 
due to bromides. More, however, than the mere 
history of ingestion of the drug is required to 
establish the diagnosis. Millikan” presented four 
criteria ‘for such diagnosis: (1) knowledge of 
whether the mental symptoms began before or 
after the intoxication began; (2) existence of 
high levels of bromide, as shown by the Walter 
Hauptman test; (3) no other drug intoxication 
or disease present that will mimic bromide intoxi- 
cation; and (4) disappearance of symptoms in 
from two to three weeks after discontinuance of 
medication. 

The third criterion needs more elaboration. 
There absolute correlation between the 
severity of bromide poisoning and the level of 
bromide in the blood.” Several factors influence 
the level at which toxic symptoms appear: the 
general physical condition, food intake, salt in- 
take, dehydration, fever, renal function and the 
previous mental state of the patient. In addi- 
tion, there is considerable variation in the labora- 
tory procedures used to determine the blood level. 
Because of its simplicity, the Wuth method is 
most frequently used. It utilizes the color change 
in serum filtrate after the addition of gold 
chloride. Wuth'" pointed out that there is con- 
siderable inherent error in his method both at 
high and low levels. Millikan’ recommended, in 
the criteria presented, that the Walter Hauptman 
method be used because of greater accuracy. 

The exact level at which bromide intoxica- 
tion appears is, in accord with the factors men- 
tioned, difficult to state. Goodman and Gillman* 
stated that the toxic zone must be placed at the 
blood levels of 195 to 200 mg. per hundred cubic 
centimeters (Wuth method) and that most pa- 
tients with the latter concentration will show 
unquestionable evidence of intoxication. At 
levels of 75 to 100 mg. the bromides must be 
suspected as the cause of the symptoms. Milli- 
kan,” administering bromides experimentally to 36 
patients, observed that the lowest level at which 
symptoms began to appear was 195 mg. (Brodie 
Friedman test). He stated that the Wuth method 
would be 30 per cent higher, or about 252 mg. 


is no 


SYMPTOMS 


The symptomatology is frequently presented 
as an extremely variable picture. This is true, 
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when one considers all the presenting symptoms 
including those which are dependent upon the 
patient’s constitutional and mental makeup. Bro- 
mides are so frequently administered to neurotic 
patients it is not surprising that many symptoms 
of functional or neurologic disease are listed as 
occurring in bromide intoxication. Actually, the 
clinical picture is rather simple. The earliest 
symptoms represent an extension of the thera- 
peutic sedative action of the bromides and con- 
sist of drowsiness, impairment of thought and 
memory, and disorientation. There may be a 
tremor of the hands, lips and tongue, weakness, 
slurring of speech and sluggish movements which 
lead to staggering gait and actual ataxia. More 
severe intoxication produces hallucinations and 


delusions which are responsible for the patient’s | 


excitement, negation and disorderly conduct. 
Eventually coma may occur. The more advanced 
state is frequently spoken of as bromide psychosis. 
It should be mentioned that bromide dermatitis 


is a pure idiosyncrasy to the drug and therefore | 


has no correlation with the toxic symptoms. 


TREATMENT 

Obviously, the essential point in treatment is 
to discontinue the medication. Certain  charac- 
teristics of the metabolism of the halogens, 
bromine and chlorine, form a basis for a rational 
method of treatment. Bromides are excreted in 
the same manner as the chlorides, almost exclu- 
sively in the urine with little distinction being 
made between the two, the kidney function being 
to maintain the halogen blood level at a constant 
normal value. Upon the cessation of ingestion of 
the bromine ion, therefore, and if the chlorine ions 
are ingested in large quantities, the halogen blood 
level is raised, and the kidneys respond by excret- 
ing a larger quantity of the halogens which includes 
the bromine ion. Eventually all the bromine ions 
will be excreted. To promote rapid excretion, 
the sodium chloride intake should be maintained 
at 10 to 15 Gm. per day as long as toxicity exists. 
In some instances, it will be necessary to give the 
sodium chloride parenterally. Along with this, 
it is necessary to maintain a liquid intake near 
4,000 cc. per day. Otherwise, treatment is symp- 
tomatic. Millikan" recommended paraldehyde 
rectally or sodium amytal intravenously in the 
severe bromide psychosis. 


PROGNOSIS 
Fortunately, the symptoms of bromide intoxi- 
cation are not permanent. While they will con- 
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tinue for some time after the blood level has 
dropped to normal, the patient should return to 


‘his previous mental level in seven to twenty-one 


a 


be 
cS 


days. If the symptoms continue beyond this time, 
a careful review of the patient’s history will most 
likeiy reveal some organic or psychic disease un- 
related to the ingestion of bromide. 


REPORT OF CASE 


J. W. L. entered the clinic with the chief complaint 
of “nerves.” His brother supplied the information that 
the patient had been well until five or six weeks prior 
to this examination. He was visiting relatives in the 
North, and there had developed a cough and insomnia, for 
which a physician prescribed a “clear liquid with a 
salty taste.” Shortly after he started taking this medi- 
cine, he noticed that he was getting “nervous.” This 
condition consisted of not being able to hold a glass 
after lifting it; his memory became poor; he would start 
out after something and then forget what it was; he 
had trouble thinking of things that he knew he should 
know; and he would let cigaret ashes fall on his clothes 
and not brush them off. Because the symptoms became 
progressively worse, he had the prescription refilled 
before leaving for Florida. He continued to take the 
medicine until two days before consultation, at which 
time his family became concerned and advised him to 
discontinue treatment. When he did not improve, he 
was brought to the clinic. 

The significant findings on physical examination were 
those of a quiet, drowsy, depressed person whose speech 
was sluggish. His personal appearance was poor. He 
was mentally confused and had a mildly staggering gait. 

Laboratory findings were: 4.34 million red blood cells, 
15,850 white blood cells, 73 per cent hemoglobin, normal 
differential count and a normal urinalysis. The blood 
bromide level (Wuth method) was 251 mg. per hundred 
cubic centimeters. The spinal fluid was normal. The 
blood Kahn test gave negative results. Roentgen exami- 
nation of the chest and skull gave negative evidence. 

All medication was immediately stopped, and sodium 
chloride was given with forced fluids. The patient re- 
turned in two weeks. He was an entirely different 
looking person. His personal appearance was neat. He 
was mentally alert and active. He stated that he was 
feeling eed normal and that he had started back 
to work. 


SUMMARY 


This case meets the criteria for bromide intoxi- 
cation. This is an instance in which medication 
was continued at the discretion of the patient, 
who had the prescription refilled and continued 
to use the drug without the advice of the physi- 
cian. This is all too frequent an occurrence, which 
might be avoided by warning patients of this 
danger. As in most cases of this kind, continued 
use was due to an attempt to relieve the very 
‘ymptoms that the drug was producing. The 
response was prompt when the medication was 
discontinued and sodium chloride was administered 
orally. 

Because of the widespread use of this drug 
and the possibility of intoxication it should be pre- 


‘cribed with greater care. Too, the physician 


} should be constantly alert for the possibility of 


y 
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bromide intoxication in patients presenting them- 
selves with mental or neurologic abnormalities. 
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RETICULUM CELL SARCOMA 

OF THE CLASMATOCYTE VARIETY* 

A 74 year old white man entered the hospital 
with the complaint of weakness, edema and dysp- 
that a 
physician had been treating him for six weeks for 


nea of six weeks’ duration. He stated 


anemia. Prior to that time he had carried on his 
duties as superintendent of a children’s school. 
He had noted nothing unusual except a small 
mass in the right side of the neck six months 
previously, which regressed for a time and then 
reappeared, becoming larger until it reached the 
size of a pecan. 

On examination, the patient was a somewhat 
obese, chronically ill, dyspneic white man with a 
lemon-yellow pallor and a 3 to 4 plus edema, 
extending from the clavicles downward. A firm, 
nontender mass about the size of a pecan, which 
appeared attached to the skin, was felt over the 
middle of the right sternocleidomastoid. The 
supraclavicular lymph nodes were enlarged. Fine 
and coarse moist rales and impaired percussion 
were present in both sides of the chest. The 
blood pressure was 130 systolic and 75 diastolic, 
the temperature 97 F., the pulse rate 80 and 
the respiration rate 24. 
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The laboratory findings were: red blood 
cells 3.5 million, hemoglobin 64 per cent, white 
blood cells 5,000, nonprotein nitrogen 30, blood 
sugar 91, total protein 5.4, albumin 3.0, globu- 
lin 2.4 and the albumin-globulin ratio 1.25. The 
urine showed 1 plus albumin. 

The patient became progressively weaker and 
more cyanotic. He died four days after admis- 
sion to the hospital. 


CLINICAL DISCUSSION 


Dr. Gard: Clinically, the picture on admis- 
sion was suggestive of a nephrosis. This was, 
however, not substantiated. A venous pressure 
was not taken and would have been of help in 
diagnosis. The patient had no edema of the 
face, this fact being puzzling. 


NECROPSY FINDINGS 


At necropsy, the edema was a prominent 
feature. There were 1,000 cc. of fluid in each 
pleural cavity, 4,000 cc. in the abdominal cavity 
and 200 cc. in the pericardial sac. In the chest 
a firm, rubbery tumor mass involved the medi- 
astinal nodes encasing the vessels entering and 
leaving the base of the heart. A similar mass 
of about 2,000 Gm. was found in the abdomen 
surrounding the pancreas, both kidneys and the 
inferior vena cava, also including the adrenals. 
The heart weighed 480 Gm.; the ratio of the 
left to right ventricle was 1.35; the right ven- 
tricle showed moderate dilatation and hyper- 
trophy. The lungs were relatively avascular 
each weighing 400 Gm. The liver and kidneys 
were moderately congested. 

Pathologic Diagnosis: Reticulum cell sarcoma 
of the clasmatocyte variety. Cor pulmonale. 


DISCUSSION OF PATHOLOGY 


Dr. Goldthwait: Increased hydrostatic pres- 
sure was produced by partial blockage of the 
superior and inferior vena cava and pulmonary 
arteries. Lack of edema of the face may have 
been due to postural factors. It is probable that 
this man died of dilatation of the right ven- 
tricle, decreased cardiac output and decreased 
coronary flow, a cycle producing progressive 
myocardial insufficiency. 

Dr. Williams: Microscopically, this tumor was 
a clasmatocytic lymphoma. 
mas have been classified by Mallory as follows: 
stem cell, clasmatocytic, lymphoblastic, lympho- 
cytic, Hodgkin’s sarcoma and follicular lymphoma. 
These tumors have the ability to change their 


Malignant lympho-. 
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topography to another type. The average dura- | ‘ 
tion of life of persons with clasmatocytic lympho- | 7 
mas is about two years. 
Dr. Raynolds: What is the radiosensitivity | | 
of this tumor? 
Dr. Williams: Statistics show that all but 
8 per cent of these lymphomas are radiosensitive. 
Radiation probably does a better job than nitro- 
gen mustards, which make the patient very sick. 
The use of urethane is on trial. The few cases 
in which it has been used indicate desirability 
of further inquiry. Radioactive isotopes, because 
of their numbers and the variation of their halj 
lives, present a new horizon to therapy which may 
show results. 
Dr. Reeser: The albumin was low in this 
case. I wonder if this played a part in the 
edema. 


Dr. Raynolds: From our short experience 
with this man, I do not believe this question can 
be answered. On entry, the first thing the 
physician naturally thought of was nephritis with 
anemia. It was only after examination of the 
urine and examination of the blood for nonpro- 
tein nitrogen that he became somewhat puzzle( 
and began to think in terms of nephrosis. The 
decrease of albumin with no increase in globulin 
however, and the absence of pathologic finding 
of nephrosis suggested a probable nutritiond 
basis. 


Dr. Williams: I would be inclined to agre 
with Dr. Raynolds, especially since there wer 
also a cor pulmonale and small lungs, probably 
produced by gradual occlusion of the pulmonary 
artery. The tumor mass clamped the _vessek 
at the base of the heart like two constrictim 
hands, suggesting the possibility of thymic origi 
First affected appeared to be pulmonary arteries 
and finally the vena cava and its branches. |! 
appeared after dissection of the tumor mass i 
the chest that the location of the edema couli 
be explained on the mechanical basis of pressutt 
with decrease in the lumens of blood vessels. 

This case illustrates the advisability ¢ 
biopsy. If the mass in the neck had been sub 
jected to biopsy, a diagnosis could have bet! 
made six months earlier. 

*Selected from the presentations at th 
weekly clinical and anatomic pathology conjt' 
ences of the Staff of the Veterans Administrati' 
Hospital, Bay Pines, cnd edited by Dr. John \\ 
Wiliams, Pathologist .. Charge of Laborator} 
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MERCY DEATHS 

Euthanasia is a subject which has received 
much attention during recent months. The 
British physician who frankly stated that he had 
ended the lives of several hopeless invalids re- 
ceived much publicity in the press and thereby 
brought the subject even more to the front. A bill 
to legalize mercy deaths has been introduced 
the British Parliament, and a Gallup poll has 
been taken on the question here at home. 

It may be, however, that an important point 
at issue has been overlooked. Is there need for a 
law to legalize mercy deaths? Is the subject 
really controversial? 

Very few physicians would like to decide 
whether or not a patient should be put to death, 
for it is clear that not many people want to die 
even though they express that wish. The para- 
mount aim of the physician is to help the patient 
live. But if the patient cannot live—if the out- 
look is completely hopeless—it becomes the physi- 
cian’s privilege to relieve his pain and suffering. 
He will feel free to administer narcotics in large 
doses frequently if that is necessary to produce 
comfort. If the amount required shortens the 
patient’s life, the physician will have been able 
to obviate much suffering by his course of action, 
and his thoughtfulness and good judgment will 
receive the acclaim of the patient and all con- 
cerned. 

No, a physician does not need to ask for 
especial power or legal rights. He needs only to 
practice the Golden Rule. 








WORLD MEDICAL ASSOCIATION 


September is the month for the second meet- 
ing of the World Medical Association, which 
scheduled to convene in Paris on the fifteenth. 
This organization met first in London in April, 
at which time a constitution and by-laws were 
drawn. More than thirty nations were represen- 
ted by two delegates each in that meeting, the 
major nations of the world, except Russia, parti- 
cipating. 

One of the two delegates representing the 


United States at the April meeting was a dis- 


tinguished Southern physician, Dr. E. L. Hen- 
derson of Louisville, Ky., currently president of 
the Southern Medical Association. Dr. Louis 


Bauer of New York, who is president of the 


New York Medical Society, was the other dele- 


gate. 


Both will represent the physicians of this | 


country at the Paris meeting of this first world- | 


wide organization intended primarily to promote | 


closer relations between physicians of the various | 


thereby foster 


national relations as the physicians, independently 


countries and improved 
of government agencies, make a study of world 


health needs. Dr. Irvin Abell, also of Louisville 


inter- | 


and long an outstanding leader of organized medi: | 


cine, will accompany Dr. Henderson and attend 


the congress as an observer. 
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‘SERVICES TO AID 
PRACTICING PHYSICIANS 


In a recent communication Dr. Wilson T. 
Sowder, State Health Officer, reminds practicing 
physicians in the state of the services available 
to them through the county health officer. He 
urges them to make known their needs and desires 
so that this official may give them every assis- 
tance provided by the state and county health 
departments. The health unit personnel in every 
community in the state is eager to prevent the 
spread of communicable diseases by every known 
means, and the facilities at the command of the 
county health officer enable him to render es- 
pecially valuable service to the practicing physi- 
cians who call upon him. 

The county health unit has available, or can 
obtain, such items as typhoid-paratyphoid vaccine, 
smallpox vaccine, tetanus toxoid and antitoxin 
(for indigents only), diphtheria toxoid and anti- 
toxin (for indigents only), silver nitrate ampules 
(1 per cent), rabies vaccine (for indigents only), 
crystoids for intestinal parasites, tetrachlore- 
thylene for intestinal parasites, diphtheria per- 
tussis tetanus (combined), pertussis, tuberculosis 
patch test, P.P.D. tuberculin, immune serum 
globulin, insulin (for indigents only) and Schick 
test material. 

Also available are laboratory containers for 
stool cultures, throat cultures, tuberculosis sputum, 
dark field specimen, gonorrhea smears, aggluti- 
nation test, blood cultures, intestinal parasite 
examinations, malaria smears, hemoglobin deter- 
minations, tumor examinations, Kahn tests, water 
and milk samples and birth and death blank 
certificates. 


Pa 


THE HOSPITAL ACT AND YOUR 
COMMUNITY 


If you are interested in the hospital program, 
authorized last year by the Hospital Survey and 
Construction Act, this booklet will tell you in 
simple terms what the Act means to you, your 
community and your state. It should be espec- 
ially valuable to any group or community that 
wants to build a hospital but does not know how 
it goes about in getting federal aid for construction. 
Single copies are available free on request to the 
United States Public Health Service, Washing- 
ton 25, D. C. Larger quantities may be pur- 
chased at 10 cents a copy or $7.50 per hundred 
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from the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D. C. 
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AID FOR POLIO VICTIMS 


Again during these summer months outbreaks 
of poliomyelitis are making their appearance in 
many sections of the country. Last year 25,191 
cases occurred in the nation, 572 of them within 
this state. No one can forecast how many cases 
will occur this year or how badly the communities 
in this area will be affected. Medical science, 
unfortunately, cannot as yet prevent an epidemic 
or even one case. 

Physicians in this area, as well as elsewhere, 
are aware of the multitude of problems polio- 
myelitis presents. Treatment of the disease is 
apt to be prolonged and extremely costly, requir- 
ing the services of many specialists. Too often 
the patient’s family looks to the physician for 
ativice and guidance far beyond the immediate 
problem of medical care. 

In times such as these it is helpful to physi- 
cians to know that there are others prepared to 
share these troublesome burdens. In addition 
to making possible epidemic aid, education and 
scientific research, the National Foundation for 
Infantile Paralysis is pledged to assist financially 
those patients who require such help. Through 
their generous contributions to the March of 
Dimes, the American people have made this pos- 
sible. Hospital bills, salaries for physical thera- 
pists and nurses, purchase of special equipment, 
and the many other charges which may comprise 
the essentials of good medical care may be paid 
for by the chapters of the National Foundation 
when necessary. Local chapters of the National 
Foundation are scattered throughout the United 
States. There is one in or near your own com- 
muniy. Your local health department can furnish 
you with the address of the chapter nearest you. 

Physicians serve on the local chapter’s medi- 
cal advisory committee, guiding the chapter in 
developing medical care programs and solving 
allied problems. The Journal urges you to co- 
operate with the chapters of the National Foun- 
dation in furthering their programs of medical 
care. Notify the local chapter when a _polio- 
myelitis patient comes under your supervision. 
Make certain that the family of your patient 
knows of the chapter’s existence and willingness 
to assist. By so doing you will be performing an 
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essential service to your patient and relieving 
yourself of many unnecessary burdens. 


2 
INFLATION VERSUS DEFLATION 

In the Wall Street Journal of July 15 there 
appeared an editorial entitled “Precept and Per- 
formance,” which is of moment to all taxpayers. 
It is of sufficient interest to merit reproduction 
here in full. 

“We have just addressed a very personal 
question to a caller. We asked him what his 
income tax was, and he said it was $500 a year. 


“We then asked this caller how many tons 
of coal he used each year. He said eight. 


“So if the price of his coal should go up by 
$1 a ton, his added cost of living would be $8 
for the year. President Truman is very eager that 
the coal operators should not take this $8 from 
the man and in a statement Monday expressed 
such hope. 


“On the same day, President Truman again 
let it be known that he would veto the tax 
bill which is to come to him from Congress. The 
tax bill would reduce our caller’s income tax 
by $100 a year. 

“Tt is very bad to charge people higher 
prices; that is inflation. But it seems there is 
an exception. The higher price of government 
is deflation. 


“Along with his plea to coal operators, Mr. 
Truman said he hoped that steel men would 
not raise prices. The price of steel is about 33 
per cent above its pre-war figure. Lately the 
steel men have raised the wages of their own 
employees by a sizable amount without raising 
their prices. Now their coal is to cost more but 
again they are put under pressure not to raise 
prices. 

“The cost of government is already several 
hundred per cent above pre-war. But the very 
people who are managing government and who 
in the main are resisting any cuts in the price of 
government are now advising the steel men and the 
coal men that they must not increase their prices. 

“And see how the law of supply and demand 
is working. People want more steel and things 
made of steel and they want all the coal that 
can be mined. But there is no doubt in the 
world that they want less government.” 
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PUBLIC RELATIONS PROGRAM 


Initial steps in the development of an organized 
public relations program by the Florida Medical 
Association have been taken with the approval 
of a charter for the Florida Academy of Public 
Medicine, Inc. Drs. W. C. Thomas and Shaler 
Richardson are presently serving as president 
and secretary, respectively, of the new corpora- 
tion. The officers have met and: approved the 
by-laws and have taken into consideration subse- 
quent meetings to iron out the many details. 
It is contemplated that the additional ground- 
work can be completed in the near future and a 
definite public relations program approved. The 
primary objective of the Florida Academy of 
Public Medicine is disseminating to the public 
information regarding the untold work being done 
by the physicians of Florida in the interest of 
the health and welfare of the people of Florida. 

After many months of careful consideration 
on the part of the Public Relations Committee, Mr. 
Ernest R. Gibson was selected as the Public Re- 
lations Director. He will serve in the capacity of 
Executive Secretary of the Florida Academy of 
Public Medicine. To carry out this work, an 
office has been set up in the Smith Building, 
Jacksonville. Mr. Gibson began work early in 
April and spent the first two months in Talla- 
hassee. Organization of the new corporation and 
development of a specific public relations pro- 
gram were delayed temporarily pending the termi- 
nation of the legislative session. 

Although the idea of good public relations is 
not new to the members of the Association, the 
establishment of a carefully planned program 
under the direction of a full-time supervisor is 
a departure from previous policies. Florida is not 
the first to take this step. Several other state 
societies are seriously considering the problem. 

In view of the fact that other state associa- 
tions have pioneered to some extent in this venture, 
the officers of the Florida Academy of Public 
Medicine deemed it advisable to make a firsthand 
survey to learn what has been accomplished else- 
where. It was believed that much could be 
learned in determining which policies are sound 
and, on the other hand, which methods should 
be avoided. This is presently being done. 

During July Mr. Gibson went on a tour of 
several states in which medical societies have 
already initiated definite pubiic relations pro- 
grams. In selecting which state -societies to con- 
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tact, the officers of the Academy kept in mind 
that it should be profitable to get a reasonable 
cross-section of the activities in both the large 
and small organizations. In the original itinerary 
were included some of the smaller states, two 
of which are Southern, and a few of the larger 
organizations which have fairly elaborate pro- 
grams. 

The tour is now virtually completed with ob- 
servations having been made in South Carolina, 
Virginia, Ohio, Wisconsin and Michigan, and at 
the offices of the American Medical Association 
in Chicago. Mr. Gibson reports that public re- 
lations policies fall into a very general pattern 
wherever observed, the difference being mainly 
in degree. 

The complete report of this journey will be 
studied by the officers of the Academy that it 
may assist them in establishing a practical public 
relations program which will be of mutual benefit 
to the members of the Association and to all the 
people of Florida. 
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FIRST ‘GRASS ROOTS CONFERENCE’ 
REPORT 


W. C. McCONNELL, M.D. 
ST. PETERSBURG 


I am honored to have been appointed to rep- 
resent the Florida Medical Association at the 
National Conference of County Medical Society 
Officers, held in connection with the centennial 
celebration of the American Medical Association. 
This first “Grass Roots Conference,” which was 
planned to develop a working partnership be- 
tween the American Medical Association and every 
physician, was held in the American Room of the 
Hotel Traymore in Atlantic City, N. J., Sun- 
day, June 8, 1947 at 2:30 p.m. All fellows of 
the association were invited, and because of no 
conflicting activities, the large assembly room 
was well filled. 

The speakers’ table was set on the platform 
with the members of the panel facing the audience. 
There were a goodly number of microphones on 
the table and scattered throughout the hall. Dr. 
A. M. Mitchell of Terre Haute, Ind., was the 
chairman and insisted that speakers use the am- 
plifiers. Dr. George F. Lull, Secretary and 
General Manager of the American Medical As- 
sociation, opened the program with a brief ad- 
dress of welcome. 
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Questions presented were in writing. When 
the chairman read a question submitted by a 
member, he called upon one of the thirteen panel 
members to open the discussion. General dis- 
cussion was thereafter invited. Some questions 
were irrelevant to practice in Florida and are not 
included in this report. 

The trend of the whole meeting was to place 
emphasis on the importance of general practice. 
If a specialist, in attendance, were sensitive, his 
ears would have burned constantly. 


The questions that might be of interest to 
Florida physicians and the summaries of replies 
are as follows: 


Question—How may doctors be forced to 
complete hospital records without suspension? 

Answer.—Employ a librarian with tact, who 
can get doctors to dictate records and sign charts. 

Question—Why not have a definite com- 
mittee to arbitrate disputes between the staff of 
a hospital and its board of directors? 

“Answer.—Disputes do not occur when the 
majority of the members of the board are also 
staff members. In Toledo, the executive staff 
is the board of directors of two or three large 
hospitals. 

Question—Are plans for a specialty board 
being formulated to accredit general practitioners? 


(This question brought forth much discus- 
sion. ) 


Answer.—Indiana has such a board, but it is 
not the answer. Specialty boards were created to 
identify qualified specialists. To select general 
practitioners by a board would leave the masses 
of doctors out because they could not qualify if 
the board followed the strict pattern of specialty 
boards, and this step would tear organized medi- 
cine apart. It would cause the man who could 
not qualify to lose interest in scientific medicine, 
and practice would become a vocation without the 
stimulation of advancement. The contention was 
that medical schools graduate general practitioners 
and state boards of licensure approve or disap- 
prove them, and that procedure is adequate. 

A general practitioner has been added to the 
Council of Medical Education and Hospitals in 
view of establishing machinery for general prac- 
tice postgraduate courses with recorded credit for 
attendance by general practitioners. The idea 
has not received cooperation or interest, and each 
state has been left to pick out its own program. 
(Florida has had an excellent program for years.) 
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Medical schools were criticized because medi- 
cal students are taught by specialists. A represen- 
tative of the American Medical Association 
declared that plans are being made to revise 
medical education. Specialty boards received 
their share of criticism, and it was stated that 
boards are making it impossible for general 
practitioners to specialize. Strong contention 
exists that no man should be accredited as a 
specialist until he has had an adequate number 
of years in general practice. It was stated that 
if all groups emphasized the importance of gen- 
eral practice to the public, there would be no 
need of controversy. One man suggested that 
“general physician” replace the term “general 
practitioner,” and another thought that “family 
physician” would renew the enviable doctor- 
patient relationship held before the advent of 
specialization. 


The situation regarding the hospital—general 
practitioner relationship entered the discussion 
under this question. It seems that some hospitals 
are essentially eliminating general practitioners 
by having specialty staffs. The opinions expressed 
summarized the thought that although hospitals 
should limit general practitioners’ duties in the 
hospital because the American Medical Associa- 
tion and the American College of Surgeons can- 
not control staff activities by boards, all hospitals 
should accept them. If general practitioners are 
not allowed the use of hospital facilities, the argu- 
ment against socialized medicine which upholds 
the right of the patient to select the physician is 
refuted. One rural physician brought out the 
thought that general practitioners have been de- 
livering, in homes, babies that lived, and had 
been using kitchen tables on which to operate on 
patients that lived. In Los Angeles, staffs are clas- 
sified as general practice surgeons, general practice 
internists and general practitioners in addition to 
members accredited in limited fields. 


Rural health was next discussed. Under this 
heading several questions were read. 


Question—How ca” competent physicians be 
induced to locate in rural areas? 


Answer.—Organized farm groups to assure 
financial reward and rural hospitals. 


Question.—How can recognition be given the 
rural practitioner? 


Answer.—He gets all he needs by being im- 
portant in his community. 
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Question.—How can the prepayment plan serve 
rural areas? 


Answer.—It is difficult to make it work, for 
plans must be operated in fixed groups and farmers 
are poorly organized. No plan can insure indi- 
vidual families. It does work through granges 
in some areas. 


Question —How can a county medical society 
designate a legislative program? 


Answer.—Start in the primaries. (The Pinel- 
las County Society does this.) 


Question.—Is the state or county association 
the component unit of the American Medical 
Association? 


Answer.—The state association. 


Question—In what spheres does the county 
society contact the American Medical Associa- 
tion directly? 


Answer.—In council and bureau activities. 


Question.—Has the American Medical Asso- 
ciation taken steps to prevent duplication of mis- 
takes in case of another war? 


Answer.—Yes. This reply was followed by 
a brief but noncommittal comment by ‘a panel 
member. 


313 First Federal Building. 
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BIRTHS 


Dr. and Mrs. Harry S. Howell, Lake City, announce 
the birth of a son, John Edgar, on June 25, 1947. 


DEATHS—-MEMBERS 


Dr. William C. Rentz, Miami............................ July 8, 1947 
Dr. Alpheus K. Wilson, Jacksonville............ July 24, 1947 
Dr. Robert D. Ferguson, Ocalla.................... July 26, 1947 


DEATHS—OTHER DOCTORS 


Dr. Charles W. Harper, Chipley.................... July 17, 1947 

Dr. Alexander R. Freeman, Albany, Ga......... March 29, 1947 

Dr. George E. Perkins, Boston, Mass.............April 3, 1947 
MARRIAGES 


Dr. James Ralston Wells of Jackson, Miss., and Miss 
Annie Wood Borden of Daytona Beach were married 
on July 12, 1947. 


Dr. Horace D. Atkinson and Mrs. Pauline H. Hilde- 
brand of Lakeland were married in February 1947. 


_Dr. Billy Parrish Rentz of Miami and Miss Dorothy 
Elizabeth McDaniel of Stone Mountain, Ga., were married 
on June 26, 1947. 
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a STATE NEWS ITEMS 





The Scientific Work Committee is now ready 
and in a receptive mood to receive applications to 
present papers at the Scientific Assembly during 
the Association’s annual meeting to be held in 
St. Augustine, April 1948. Essayists who desire 
to present papers are requested to communicate 
promptly with Dr. J. Rocher Chappell, 413 Florida 
Bank Bldg., Orlando. 

Sw 

Objection was raised by Honorable J. Edwin 
Larson, State Insurance Commissioner, to a por- 
tion of the wording of an advertisement run in 
The Journal for the Mutual Benefit Health and 
Accident Association of Omaha, Neb., and United 
Benefit Life Insurance Company of Omaha, Neb. 
After the June issue, The Journal discontinued 
the advertisement until the details could be 
straightened out. 

The wording of the advertisement has been 
corrected and now has the full approval of the J. 
Edwin Larsen, and the page advertisement of 
these companies as corrected now appears in this 
issue of The Journal. 

Any member of the Florida Medical Associa- 
tion holding a policy sold prior to the correction 
is eligible to have his policy reworded without 
additional cost. It is the contention of the 
Mutual Benefit Health and Accident Association 
and the United Benefit Life Insurance Company 
that the correction of the wording in the policy is 
a matter of form and that the policy as originally 
written gives the same coverage, with or without 
the correction of the terms used. 

A number of communications have been re- 


_ ceived from members of the Association who seem 


to misunderstand the procedure, and this state- 
ment is published for the information of our 
members. 
a 

Dr. Daniel H. Rowe of Louisiana has been 
appointed health officer of the administrative 
health unit composed of DeSoto, Charlotte and 
Hardee Counties with headquarters at Arcadia, 
Florida. 


Zw 
Drs. H. Mason Smith and Samuel G. Hibbs 
of Tampa announce the association of Dr. J. Robert 
Campbell in the practice of psychiatry and neuro- 
logy. The association known as the Mason Smith 
Neurological Clinic has its offices at 349 Plant 
Avenue. 
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Dr. Anna A. Darrow of Ft. Lauderdale was 
awarded a $1,000 war bond for her entry in the 
ninth annual exhibition of the American Physi- 
cians Art Association, a feature of the centennial 
celebration of the American Medical Association 
at Atlantic City in July. The only physician from 
Florida and one of four women physicians com- 
peting, Dr. Darrow was one of ten civilian physi- 
cians winning second prize. Her painting in oils 
featured courage and devotion of motherhood, 
both human and animal, depicting the bravery of 
the poineer woman physician in the Everglades 
country at the turn of the century. 


ya 


Drs. Samuel C. Harvard and George R. Creek- 
more of Brooksville officially reported activities 
of the Underprivileged Child Committee at the 
July 22 meeting of the Kiwanis Club. Twenty- 
three tonsillectomies among underprivileged chil- 
dren have been completed, according to the report. 
Dr. Creekmore was presented a ten-year at- 
tendance tab signifying ten years’ regular at- 
tendance. 

a 


ANNUAL MEETING DATES—1948 


The Seventy-Fourth Annual Meeting of the 
Florida Medical Association at St. Augustine is 
scheduled for April 12, 13 and 14, 1948. The 
dates officially were set by the Association’s 
Board of Governors. The first session of the state 
meeting is scheduled for Monday morning. 

Members who wish to present papers at the 
annual meeting should make application without 
delay to Dr. J. Rocher Chappell, 413 Fla. Bank 
Bldg., Orlando, Chairman of the Association’s 
Committee on Scientific Work. 

Specialty groups may hold their meetings 
Saturday night, Sunday or Sunday night preced- 
ing the State Association’s meeting date. 


a 


WANTED: Graduate physician with Florida license 
experienced in internal medicine with knowledge of 
use of physiotherapy for institutional service in Miami 
area. 69-12. 


ae 


WANTED: Location in Florida for general practice in 
town where medical doctor is needed. Also experienced 
refractionist and willing to accept such position. Address 
Florida Medical Association, Jacksonville, Florida. Key 
69-10. 
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The nonirritating, orally administered, high iodine amebacide 


—Diodoquin (5,7-diiodo-8-hydroxyquinoline)—"is well tolerated. ... The 


j 
great advantage of this simple treatment is that in the vast majority, it 


destroys the cysts of E. histolytica and is, therefore, especially valuable in 


| 
sterilizing ‘cyst-carriers.’ It can readily be taken by ambulant patients....” 
| 


1. D'Antoni, J. S.: Amebiasis, 
Recent Concepts of Its Prevalence, 
Symptomatology, Diagnosis and 
Treatment, Internat. Clinics 

1:100 (March) 1942. 


2. Manson-Bahr, P.: Some Tropical 
Diseases in General Practice, 
Glasgow, M. J. 27:123 (May) 1946. 


! 
| 
! 
| 
! 
| 
| 
| 
| 
l 


Pp. 
‘aat Te o 






COUNCIL Ow 


! 
| 
! 
| 
| 
J 
| 


| 


2 


DIODOQUIN 


(5,7-DIIODO-8- HYDROXYQUINOLINE) 


In bottles of 100 and 1000 tablets. 


Diodoquin is the registered trademark of 
G. D, Searle & Co., Chicago 80, Illinois 
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MEDICAL OFFICERS RETURNED 


Dr. A. Judson Graves, who entered military 
service Sept. 7, 1941, received his discharge on 
Mar. 21, 1946. His address is 2002 Park St., 
Jacksonville. He held the rank of Commander. 


aw 


RADIO PROGRAM TIME CHANGE 


A new time of presentation has been announced 
by the Bureau of Health Education for the AMA- 
Mutual Broadcasting System weekly radio drama- 
tization, “Stephen Graham, Family Doctor.” This 
program, just extended to November 17, will now 
be aired each Sunday afternoon at 2 o'clock, 
Eastern Standard Time. 


ALPHEUS KELLER WILSON 


Dr. A. K. Wilson of Jacksonville died on 
July 24, 1947, following a heart attack. He was 
68 years of age. 


Born in Suwannee County, Dr. Wilson was a 
graduate of the old State College at Lake City 
and the Medical College of the State of South 
Carolina. He had special training in ophthalmo- 
logy and otolaryngology at Tulane University in 
1918 and confined his practice to these specialties. 
In 1926 he did postgraduate work in Vienna and 
through the years attended numerous postgradu- 
ate courses in the United States. He began the 
practice of medicine in Jacksonville in 1910. 


Dr. Wilson was a member of the staff of St. 
Luke’s and Duval County hospitals and during 
World War II contributed his services as Selective 
Service examiner. He was a member of the Duval 
County Medical Society, the Florida Medical 
Association, the American Medical Association and 
the American Board of Ophthalmology. Also, he 
was a fellow of the American College of Surgeons. 


In 1913 he married Miss Gertrude Elliott, who 
survives. Also surviving are a daughter, Mrs. J. 
Harold Tramell, Jacksonville; two sisters, Mrs. 
Pearl E. Schlemmer, Ocala, and Miss Anna Yan- 
cey, Weirsdale; and two brothers, Hugh A. and 
Sam Wilson, Lake City. 





OBITUARIES 17% 


ANNOUNCEMENT 
MEDICAL DISTRICT MEETINGS 


The Chairman of the Council, Dr. W. Duncan 
Owens, has just announced that the dates of the 
four Medical District meetings have been offi- 
cially set by the Council as follows: 


Panama City, Monday, Oct. 27, 1947 
Lakeland, Wednesday, Oct. 29, 1947 
Ft. Pierce, Thursday, Oct. 30, 1947 
St. Augustine, Saturday, Nov. 1, 1947 


Every member of the Association is urged to 
make a note of these dates and make plans to 
attend the meeting in his district and any of the 
other three meetings as desired. 


I ERIM cn 
WILLIAM CARL RENTZ, SR. 


Dr. W. C. Rentz, Sr., of Miami died at his 
home on July 8, 1947, after suffering a cerebral 


hemorrhage. He was 61 years of age. 


A native of Berrien County, Georgia, Dr. 
Rentz received his medical training at Emory Uni- 
versity School of Medicine. After graduation, he 
practiced in Nashville, Ga., for eleven years before 


locating in Miami in 1926. 


Dr. Rentz served on the staff of Jackson 
Memorial Hospital for seventeen years. He was 
a member of the Dade County Medical Associa- 
tion, the Florida Medical Association and the 


American Medical Association. 


Surviving are his widow, Ida Parrish Rentz, 
eight children, ten grandchildren, a brother and 
three sisters. His children, all of Miami, are Dr. 
W. Carlton Rentz, Mrs. J. G. Grentner, Mrs. Ben 
Hendricks, Mrs. Richard Roland, Mrs. Jack 
Worley, Mrs. Reddick Harris, Dr. Billy Parrish 
Rentz and Miss Ida Lee Rentz. His brother, Dr. 
L. S. Rentz, is a Coconut Grove physician, and 
Dr. Frank Rentz is a nephew. The sisters are 
Mrs. Olan Futch, Nashville, Ga., Mrs. Arlie 
Futch, Adel, Ga. and Mrs. Robert Griffin, Tampa. 





VotuMe XXXIV E 
174 NuMBeEr 3 





MIAMI SURGICAL COMPANY 
Established 1926 


CONVENTION PRESS Hospital and Physicians’ Supplies 


Headquarters for 


Laboratory Supplies, Laboratory , 
Chemicals and Reagents q 


adits as, 


218 WEST CHURCH STREET 
JACKSONVILLE 
FLORIDA We respectfully solicit your orders 


Telephone 3-1302 
213 S. E. First Street MIAMI 4, FLORIDA i 











Amludance Serwice 


FERGUSON FUNERAL HOME, INC. 
1201 South Olive 
WEST PALM BEACH, FLA. 














Commercial and 


THE STOKES SANITARIUM 6 {25 Cherokee roee. 


H i © our ALCOHOLIC treatment destro: 
ys the craving, restores the appe 
Publication tite and sleep, and rebuilds the physical and nervous condition of the 
patient. Liquors withdrawn gradually; no limit on the amount neces- 
° ° sary to prevent or relieve delirium. 
Printing MENTAL patients have every comfort that their home affords. 

The DRUG treatment is one of gradual Reduction. It retieves the 
constipation, restores the appetite anc sleep; withdrawal pains are 
absent. No Hyoscine or rapid withdrawal methods used unless patient 
desires same. 

NERVOUS patients are accepted by us for observation and diagnosis 
as well as treatment. : . : 
E. W. STOKES, Medical Director, Established 1904. 
Telephone—Highland 2101 


























G)fow WR-EX HYPO-ALLERGENIC NAIL POLISH max 


EYELID DERMATITIS 
ear: 





































Fi ent symptom of 7 
peo <n allergy In clinical tests proved SAFE for 98% (9 EXCLUSIVELY BY 7 — 
of women who could wear no other os 
polish used. E soeth 
: At last, ana ae for your allergic patients. / erican ] 
co, In 7 lustrous shades. Send for clinical resume: AR-EX B thern } 
AR-EX COSMETICS, INC. 1036 W. VAN BUREN ST.. CHICAGO 7, ILL. g ~** Cosmelion. bama \ 
porgia, M 

rida— 
Academy 

—— = Section, 
Basic Sci 
i Dental S 
= Derm. an 
Four distinct units. Tiny Tots through Health O 

the Teens. Ranch for older boys. Bospital 

Special attention given to educational Ospital 
and emotional difficulties. Speech, Industria 








Music, Arts and Crafts. Full time Medical | 
Psychologist. Under the daily super- Medic 1] 
e rOWD?r! C OO S vision of a Certified Psychiatrist. fi Say 
Registered Nurses. Private swimming edical § 
INC 


pool, fireproof building. View Book. Reurolog 

Approved by State Division of Special urses A: 

Education. Dphthal. 

FOR EXCEPTIONAL CHILDREN seaiitieaie Pele 
President 


h 
Paul L. White, M.D., F.A.P.A. armace 


Medical Director 
Box 3028, South Austin 13, Texas 

















XIV 


























oripa M. A. 
MBER, 1947 


‘, Fs 


Sept 





177 





Grounds 


Comfortable 








Alen ’s Invalid Home 


MILLEDGEVILLE, GA. 
Established 1890 


For the treatment of 
NERVOUS AND MENTAL DISEASES 


Buildings Brick Fireproof 


Site High and Healthful 


E. W. ALLEN, M.D., 
H. D. ALLEN, M.D., Department for Women 


Terms Reasonaote 


600 Acres 
Convenient 


Department for Men 








OBSTE 


Cook County 


Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks Intensive Course in Sur- 
gical Technique starting September 22, October 


20, November 17. 


Four Weeks Course in General emery starting 


September 8, October 6, November 3 


Two Weeks Surgical Anatomy & Clinical Sur- 
gery starting September 22, October 20, Novem- 


ber 17 


One Week Surgery of Colon & Rectum starting 


September 15, and November 3 


Two* Weeks Surgical Pathology every two weeks. 
FRACTURES AND TRAUMA 
Weeks Intensive Course starting October 6. 
GYNECOLOG 


Y—Two Weeks 
starting September 22, October 20. 


= Week Course in Vaginal Approach to Pelvic 
reery par ae September 15 and October 13. 
RICS—Two Weeks Intensive Course start- 


ing eter 8, October 6. 


MEDICINE—Two Weeks Intensive Course starting 


October 6. 


Two Weeks Gastro-Enterology starting October 


20. 
Two Weeks Course Hematology starting Septem- 


ber 


One Month Course osieoceemagreghy & Heart 


Disease starting September 


15. 
DERMATOLOGY & SYPHILOLOGY—Two Weeks 


Course starting October 20. 


GENERAL, INTENSIVE AND SPECIAL COURSES 
« IN ALL BRANCHES OF MEDICINE, 
AND THE SPECIALTIES 


Teaching Faculty 


Attending Staff of Cook County Hospital. 


Address: 


Registrar, 427 South Honore Street, 


Chicago 12, Illinois 


IC SURGERY—Two 


Intensive 





Course 


SURGERY 














SCHEDULE OF MEETINGS 





ORGANIZATION 


PRESIDENT 

















Medical Postgraduate Course 
Medical Service Corporation 


Mphthal. & Otol., Soc. of 


‘ ublic Health Association 


5 


Pa 


lies Medical Association 
rida Medical Districts............ ......... 


C-Southwest.. 
D-Southeast 


Dental Society, State 


Hospital Association.. 
Fospital Service Corporation 


-Northwest.................... 
-Northeast..................... 


erican Medical Association 
thern Medical Association 
bama Medical Association 
ria, Medical Assn. of 


Academy of Medicine 


ction, Am. College Phys. 
asic Science Exam. Board 


tm. and Syph., Soc. of 
talth Officers’ Society...... 


dustrial & Railway Surgeons 
edical Examining Board 


veuro! ogy & Psychiatry... 
Nurses Association, State 


Pathological Society 
Pediatric Society . 
Pharmaceutical Association, State.. 
diological Society 
uberculosis & Health Assn. 
- Hospital Conference 
theastern Surgical Congress 


...|J. Maxey Dell, Jr., 
_|Mr. Lacy W. Thomas, Groveland... 
_|Mr. Frank Groner, New Orleans........ 


William C. Thomas, Gainesville 

W. Duncan Owens, Miami Beach...... 
William C. Roberts, Panama City 
Vernon A. Lockwood, St. Augustine 
James R. Boulware, Jr., Lakeland . 
Adrian M. Sample, Fort Pierce 

H. H. Shoulders, Nashville 

E. L. Henderson, Louisville, Ky. 
Carl A. Grote, Huntsville, Ala. 


.|Ralph Hill Chaney, Augusta, Ga. 


Eugene G. Peek, Ocala 
E. Sterling Nichol, Miami 


.|Ezda M. Deviney, Ph.D., Tallahassee 


W. P. Wood, D.D.S., Tampa 


....|Lauren M. Sompayrac, Jacksonville 
.|Wm. E. Van Landingham, W. P. B. 


E. C. H. Pearson, W. P. Beach... 


(Mr. W. E. Arnold, Jacksonville 
.|Lloyd J. Netto, W. P. Beach............ 


Frank D. Gray, Orlando 


_/Turner Z. Cason, Jacksonville... 


Leigh F. Robinson, Ft. Lauderdale 
H. Mason Smith, Tampa. 

Miss Elizabeth Reed, Jacksonville 
William Y. Sayad, W. P. 
V. M. Johnson, West Palm Baers 


.|James R. Boulware, Jr., Lakeland... 


Mr. C. G. Hamilton, Pompano............ 
Frank V. Chappell, Tampa 
Gainesville 





Herbert Acuff, Knoxville, Tenn. 





SECRETARY 





ANNUAL MEETING 





Robert B. McIver, Jacksonville 
Council Chairman 
Irby H. Black, Live Oak 

Rabun H. Williams, Eustis 

John M. Butcher, Sarasota 
Russell B. Carson, Ft. Lauderdale 
Geo. F. Lull, Chicago ; 
Mr. C. P. Loranz, Birmingham 
Douglas L. Cannon, Montgomery 
Edgar D. Shanks, Atlanta. 


M. Crego Smith, Clearwater 

R. D. Thompson, Orlando 

M. W. Emmel, D.V.M., Gainesville 
A. J. Fillastre, D.D.S., Lakeland 
Wesley W. Wilson, Tampa 

Lorenzo L. Parks, Jacksonville 

Mr. H. A. Schroder, Jacksonville 
Mr. H. A. Schroder, Jacksonville 
J. H. Mitchell, Jacksonville 

H. D. Van Schaick, Miami............. 
EEE, Sane eae eres 
Herbert E. White, St. Augustine. 
William H. McCullagh, Jacksonville 
Mrs. Phyllis R. Leonard, St. Augustine 
W. Jerome Knauer, Jacksonville 
Gretchen V. Squires, Pensacola 

Hugh A. Carithers, Jacksonville 
Mr. R. Q. Richards, Ft. Myers 
Miss Elsie Hyatt, Jacksonville 


John A. Beals, Jacksonville 
.|Mrs. May Pynchon, Jacksonville 


Mr. Burton M. Battle, New Orleans... 
{sl C8... LS ee 


| St. Augustine, Nov. 1, 





St. Augustine, Apr. 11-14, 1948 
Panama City, Oct. 27, 1947 
1947 
Lakeland, Oct. 29, 1947 

Fort Pierce, Oct. 30, 1947 


Birmingham 


..| Augusta, Ga., 1947 


St. Augustine, 1948 
St. Augustine, 1948 
Gainesville, Nov. 1, 1947 
St. Augustine, 1948 

St. Augustine, 1948 
Orlando, April, 1948 
Orlando, April, 1948 
St. Augustine, 1948 


...| Jacksonville, Nov. 25-26, 1947 


Jacksonville 

St. Augustine, 1948 
Daytona Beach, Fall, 1947 
St. Augustine, 1948 

St. Augustine, 1948 

St. Augustine, 1948 


Tampa, Oct. 23-25, 1947 
St. Augustine, 1948 


Biloxi, Miss. 
Atlanta, Ga., Mar. 8-11, 1948 














COMPONENT SOCIETIES BY MEDICAL DISTRICTS 


VoL_uME XX} 
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SOCIETY 


PRESIDENT 


SECRETARY 





Bay 


+ ss M.D. 
Box 
Panama City 


Cove Blvd. 
Panama City 


William C. Roberts, M.D. 
3 


MEETING 
DA 


MEMBERS 


Total | Paid 


COUNCILOR 





13° | 100% 





Escambia 
*Santa Rosa 


S. G. Kennedy, M.D. 
816 N. Palafox St. 
Pensacola 


N. S. Rubin, M.D. 
404 Blount Bldg. 
Pensacola 


2nd Tuesday 
8:00 P.M. 


56 





lranklin-Gulf 


T. Meriwether, M.D. 
Wewahitchka 


J. R. Norton, M.D. _ 
Port St. Joe 


3rd Tuesday 
Odd Months 





Jackson 
*Calhoun 


Francis M. 


120 Deering Marianna 


Watson, M.D. 


C, A. Adams, Jr., 


Marianna 


M.D. 


3rd Thursday 
7:30 P.M. 








Walton-Okaloosa 


Arthur G, Williams, M.D. 


Lakewood 


Ralph B. Spires, M.D. 
DeFuniak Springs 


3rd Thursday 
8:00 P.M. 





Washington-Holmes 
Columbia -“"""°"** 
*Baker-Hamilton 


N. J. Dawkins, M.D. 
Vernon 


James F. Pitman, M. D. , 


Blanche Hotel Annex 
Lake City 


B. W. Dalton, M. D. 
Chipley 


‘Thomas H. Bates, M.D. 
7 W. Madison St. 
Lake City 


ist, Monday 
7:30 P.M. 





Leon-Gadsden- 
Liberty-Wakulla- 
Jefferson 


W. G. Miles, M. D. 
Chattahoochee 


G. H. Garmany, M.D. 
ox 487 
Tallahassee 








Madison-Suwannee 


Joshua M. Price, M.D. 
ive Oak 


Irby H. Black, M.D. 
918 W. Howard St. 
Live Oak 





Tayl 
*Di wad vhetematte 





Ralph J. Green, M.D. 
Perry 





Walter J. Baker, M.D. 





Foley 





Quarterly 
7:30 P.M. 


Last ae 


8:00 








A-1-48 
Wm, C. Roberts, MJ 
Panama City 


A-2-49 
Irby H. Black, M.D, 
Live Oak 
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Alachua i 
*Bradford, Gilchrist 
Union 


John H. Thomas, M.D. 
749 E. Main St. No. 
Gainesville 


Stuart D. Scott, M.D. 
331 W. University Ave. 
Gainesville 


2nd Wednesday 
7:30 P.M. 





Duval 
*Clay 


L. S. Laffitte, M.D. 
Medical Arts Bldg. 
Jacksonville 4 


C. C, Mendoza, M.D. 
430 W. Monroe St. 
Jacksonville 2 


1st Tuesday 
8:15 P.M. 








Marion 
Levy 


Henry L. Harrell, 


cala 


M.D. 
1206 E. Ocklawaha Ave. 





Nassau 


D. G. Humphreys, M. D. 


Fernandina 





Putnam 





Brevard 


Grover C. Collins, M.D. 
502 Reid St. 
Palatka 





G. W. Potter, M.D. 
145 King St. 
St. Augustine 


Gerard E. “Christie, M.D. 
ox 151 
Titusville 


B. F. Drake, M.D. 
Professional Bldg. 
cala 


3rd Wednesday 
12:30 P.M. 





John W. 
Fernandina 


McClane, M.D. 


2nd Wednesday 
P.M. 


o: 





Claude M. Knight, M.D. 
Palatka 


2nd Tuesday 
6:00 P.M. 





S. R. Cafaro, M.D. 
Exchange Bk. Bldg. 
St. Augustine 


>: K. Hicks, M.D. 
Melbourne 


3rd Tuesday 
8:30 


*" ond “Tuesday 





Lake 
*Sumter 


John F. McGuire, M.D. 
804 Montrose 
Clermont 


Matthew Arnow, M.D. 
Eustis 


Ist Thursday 
12:30 P.M. 





Orange 
*Osceola 


W. G. Pa M.D. 
322 E. Saal 
Orlando 


Central 
“see 


James = eee M.D. 
10 


3rd Wednesday 
8:00 P.M. 








Seminole 


Guy S. Selman, M.D. 
anford 


ox 
Sentord 


Frank L. Quillman, M.D. 
Box 158 


2nd Tuesday 
§:30 P.M. 





Volusia 
*Flagler 


W. L. Jennings, M.D. 
111 Broadway 
Daytona Beach 


R, L. Miller, M.D. 
25844 S. Beach St. 
Daytona Beach 





2nd Tuesday 
7:30 P.M. 








B-3-48 
Vernon A. 
Lockwood, M.D. 
St. Augustine 


B-4, 
Rabun H. Williams, 
Eustis 








Hillsborough 


Edward F. Shaver, M.D. 
Tampa Theatre bidg. 
Tampa 


H. G. Cole, M.D. 
315 Wallace S. Bldg. 
Tampa 2 





Manatee 


Lowrie W. Blake, M.D. 
ox 31 
Bradenton 


Millard P. Quillian, M.D. 
Walcaid Building 
Bradenton 


1st Tuesday 
8:00 P.M. 


3rd Tuesday 
7:00 P.M. 








Pasco-Hernando- 
Citrus 


Jere W. Kirkpatrick, M.D. 


Box 303 Inverness 





Pinellas 


J. Braden Quicksall, M.D. 
526 13th Ave., N.E. 
St. Petersburg 


W. Wardlaw Jones, M.D. 
Box 247 Dade City 


2nd Thursday 
7:00 P.M. 








W. C. McConnell, M.D. 
313 First Federal Bldc. 
St. Petersburg 4 


Ist and 3rd 
Thursdays 
6:30 P.M. 





Sarasota 


DeSoto-Hardee- 
Highlands- 
Charlotte-Glades 


Reeves A, Wilson, M.D. 
317 So. Orange Ave. 
Sarasota 


“Collier, “MD.” 
Wauchula 


Miles A 





Henry J. Vomacka, M. D. 
Terrill Apts. 
Sarasota 


M. C. Kayton, M. D. 
Wauchula 


2nd Tuesday 
8:30 P.M. 


2nd Tuesday 
8:00 P.M. 





Lee 
*Collier, Hendry 


A. L. Girardin, Jr., M.D. 
212 Richards Bldg. 
Fort Myers 


Curtis R. House, M.D. 
Leon Bldg 
Fort Myers 


3rd Tuesday 
7:30 P.M. 





Polk 


Edgar Watson, M.D. 
Box 1021 
Lakeland 


Joe M. Bosworth, M.D. 
Box 1202 


Lakeland 


2nd Wednesday 
1:00 P.M. 


C-5-49 
John M. Butcher, 
Sarasota 


James R. 
Boulware, Jr., 
Lakeland 

449 


———_~ 





— 








Palm Beach 


C. J. Derrick, M.D. 
Box 1164 
W. Palm Beach 


Victor Clarholm, M.D. 
Box 672 
W. Palm Beach 


3rd Monday 
8:00 P.M. 





St. Lucie- 
Okeechobee-Indian 
River-Martin 


Broward 


Erasmus B. Hardee, M.D. 
Vero Beach 


Curtis H. Sory, 
15 S.E. 16th St. 
. Lauderdale 





Dade 


Warren W, Quillian, M.D. 
134 Alhambra Circle 
Coral Gables 34. 





Monroe 





James B. Parramore, M.D. 
523 Whitehead St. 
Key West 


Adrian M. Sample, M.D. 
Box 176 
Ft. Pierce 
Rudolph W. Heath, M.D. 


Hollywood 


First National Bank Bldg. 


3rd Thursday 
8:00 P.M. 


4th Tuesday ; 
8:00 P.M. 








Jack Q. Cleveland, M.D. 
147 Alcazar Ave. 
Coral Gables 


Ist Tuesday 
8:30 P.M. 








A. H. Hamilton, M.D. 
611 Fleming St. 





Key West 





2nd Thursday _ 
8:00 P.M. 








D-7-48 
Adrian M. Sample, 
Ft. Pierce 


Russell B Carson, 
Ft. Lauderdale 


589 
> 











*Supervise and aid until organized separately. 








Total 1749 





48 

A. 
» M.D. 
ustine 


49 
tcher, 
sota 











